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Alseroxylon 


Somatic 
AND 
the Psychic Phase of 


In addition to its gentle antihypertensive tension. Treatment in all types of hyper- 
action, Rauwiloid provides psychic tran- tension may begin with Rauwiloid. 80% 
quility and overcomes tachycardia. Thus of mild labile hypertensives require no 
Rauwiloid participates in both the somatic additional therapy. Dosage is definite and 
and psychic phases of therapy for hyper- easy: two 2 mg. tablets at bedtime. 
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Lift the depressed patient up to normal 
without fear of overstimulation . . . 


A HAPPY MEDIUM 
IN PSYCHOMOTOR 


STIMULATION 


© Boosts the spirits, relieves physical fatigue 
and mental depression . . . yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
© Without let-down or jitters. ..’’' and counteracts over- 
sedation caused by barbiturates, tranquilizing agents and 
antihistamines. 


Ritalin is not an amphetamine. Except in rare instances it 
does not produce jitteriness or depressive rebound, and has 
little or no effect on blood pressure, pulse rate or appetite. 


Reference: 1. Pocock, D. G.: 
Personal communication. 


Average dosage: 10 mg. 
b.i.d. or t.id. Although 
individualization of 


| dosage is always of para- 

\ RITALIN® hydrochloride mount importance, the 
(methyl-phenidylacetate high relative safety of 
hydrochloride CIBA) Ritalin permits larger 


doses for greater 
effect if necessary. 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. 
(blue); bottles of 100, ; 
500 and 1000. Tablets, j 
20 mg. (peach-colored) ; 
bottles of 100 

and 1000. 
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Serpasil-Apresoline 
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hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 


When more than the central antihypertensive effect of 
Serpasil alone is needed to lower blood pressure, you 
will often see gratifying response to the combined 
antihypertensive action of Serpasil-Apresoline. And because 
Apresoline is effective in lower dosage when combined with 
Serpasil, there is a minimum of side effects. 
NOTE: All patients to be given Serpasil-Apresoline may 
benefit from priming therapy with Serpasil. 


SuppiieD: Tablets #2 (standard-strength, scored), each containing 0.2 mg. 
Serpasil and 50 mg. Apresoline hydrochloride; Tablets #1 (half-strength, 
scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 
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patient 


| 
QA certainty 
in antibiotic therapy, 
particularly for 

the 90% of patients 


treated at home 
and in the office 


Superior control of infectious dis- 
eases through superior control of 
the changing microbial population 
is now available in a new formu- 
lation of tetracycline, outstanding 
broad-spectrum antibiotic, with 
oleandomycin, Pfizer-discovered 
new antimicrobial agent which 
controls resistant strains. The syn- 
ergistic combination now brings to 
antibiotic therapy: (1) a new fuller 
antimicrobial spectrum which in- 
cludes even “resistant” staphylo- 
cocci; (2) new superior protection 
against emergence of new resist- 
ant strains; (3) new superior safety 
and toleration. *TRACEMARK 
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changing microbial population 


MEW 


A synergistically strengthened multi-spectrum antibiotic 


Sigmamycin is a new antibiotic formula- 
tion providing: (1) the unsurpassed broad- 
spectrum activity of tetracycline, the 
outstanding broad-spectrum antibiotic 
discovered and identified by Pfizer; (2) the 
action of oleandomycin, the new antimi- 
crobial agent which combats those strains, 
particularly among staphylococci, now re- 
sistant to tetracycline and other antibiotics. 


Sigmamycin embodies a new concept in 
the use of antibiotics, for with this new 
synergistically active preparation, the 
development of refractory pathogens and 
their emergence as important sources of 
superinfection are more fully controlled. 


New superior safety and toleration— 
Sigmamycin brings to antibiotic therapy 
new superior safety, new unexcelled tol- 
eration because: (1) tetracycline, an out- 
standingly well-tolerated antibiotic, is 
formulated with oleandomycin, also 
known to be remarkably free of adverse 
reactions; (2) the synergism between 
oleandomycin and tetracycline enhances 
antimicrobial potency. 


Dosage: | to 2 capsules q.i.d. 


Supplied: Capsules, 250 mg. (oleandomy- 
cin 83 mg., tetracycline 167 mg.) Bottles 


of 16 and 100. 
Pfizer 
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PFizerR LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, 
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nudges your patient to sleep 


Nonbarbiturate. Gently calms the nervous insomnia patient, bringing tranquil 
sleep in 15-30 minutes. Wears off in about 5 hours, so 


patient normally awakens next day free of hangover. ObGott 
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quickest way to relieve the itching, scaling, 
burning of seborrheic dermatitis and dandruff. 
The first few Selsun applications control symptoms 
—then each application keeps the scalp healthy up 
to four weeks. Effective in 81-87% of seborrheic 
dermatitis, 92-95% of dandruff cases. And Selsun 
is as simple to use as a shampoo. Sold only 


on prescription, Selsun Suspension 
comes in 4-fluidounce plastic bottles. Ob bott 


®Selenium Sulfide, Abbott 
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TABLETS 
combat monthly absenteeism with 


PRANONE* 


tablets 
progestin for dysmenorrhea 
physiologic action - clinically effective - convenient and inexpensive 
pronounced effect in relieving 
premenstrual tension 
supplied: tablets of 5 mg., 10 mg. and 25 mg. 


Pranone,® brand of Ethisterone U.S.P. 
CL-J-1-456 
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(Continued on page 17) 
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New Potentiated Pain Relief 


toblot 200 mg. (3 grains) 


150 mg. (2% grains) 
Comping Caffeine... 30 mg. ( ¥% grain ) 
Demerol® hydrochloride....... 30 mg. ( % grain ) 


Averoge Adult Dosw... 1 of 2 tablets 


repeated in three or four hours as needed. 


marked potentiation of analgesia 


plus mild sedation 


antispasmodic action 

antipyretic action 

no constipation 

eases no interference with micturition 


"Such a combination has proved clinically to 
be far more effective and no more toxic than 
equivalent doses of any of these used singly." 


Bonica, J.J.; and Backup, P.H. (Tacoma General Hospital, 
Washington): Northwest Med., 54:22, Jan., 1955. 


Supplied in bottles of 100 tablets. 
NARCOTIC BLANK REQUIRED 


LABORATORIES | NEW YORK 18, N.Y. © WINDSOR, ONT. 


Demerol (brand of meperidine), trademark reg. U. S. Pat. Off. 
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optimum nutrition...while the lady waits 


NATABEC 


vitamin-mineral combination 


Since optimum nutrition is important to the 
well-being of women in pregnancy and during 
lactation, dietary supplementation is fre- 
quently indicated. By providing essential vita- 
mins, the intrinsic factor, iron, and calcium, 
NATABEC Kapseals contribute to better pres- 
ent and future health for the obstetrical patient 
and her child. 


dosage: As a dietary supplement during preg- 
nancy and lactation, one or more Kapseals daily as 
directed by the physician. Available in bottles of 100 
and 1,000. 


PARKE, DAVIS & COMPANY 
DETROIT, MICHIGAN 


500S2 


A 


3 


j 
| > 
= 


Only two doses a day 
for round-the-clock 


antibacterial therapy 


In most cases, you can now provide 
antibacterial treatment around the clock 
with only two doses of Lipo Gantrisin 
daily. By producing adequate 
twelve-hour blood levels, Lipo Gantrisin 
‘Roche’ simplifies the treatment 

of children and chronic invalids. 

This palatable liquid provides all the 
therapeutic advantages 


of Gantrisin on a b.i.d. schedule. 


Lipo Gantrisin® Acetyl—brand of acety] 


sulfisoxazole in vegetable oil emulsion 
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ROMILAR 1S AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 
Romilar is equal to codeine 
in specific 

antitussive effect 


For avoiding unwanted side effects 


ROMILAR 1S CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 

or constipation 


Hoffmann-La Roche Inc*Nutley*N. J. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide. 


Syrup, Tablets, Expectorant (w/NH ,C!) 
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TWENTY (BLACKWELL), DETROIT 
MICHIGAN 


President: Carol Platz, M.D., 11368 Kelly. 


Secretary: Kathryn O’Connor, M.D., 14301 Grand 
River. 


Meetings held five times a year. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 


President: Mary B. Dale, M.D., 1035 E. Howard 


Street, Pasadena. 


- Secretary: Louise Geise, M.D., 940 Arden Road, Pasa- 
dena. 


Membership Chairman: Elizabeth Mason-Hohl, M.D., 
1234 Vermont Avenue, Hollywood. 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 


President: Helen E. di Silvestro, 6362 Drexel Road, 
Philadelphia 31, Pa. 


Secretary: Joan Buchanan, M.D., Wastersmeet, Glen 
Mills, Pa. 


Chairman Membership Committee: Lucy A. La Salvia, 
M.D., 3001 W. Queen Lane, Philadelphia 29, Pa. 


Meetings held three times a year. 


TWENTY-SIX MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


TWENTY-NINE, ATLANTA, GEORGIA 


President: Vernelle Fox, M. D., 1293 W. Peachtree 
Street, N.W., Atlanta. 


Secretary: Eleanor Bundy, M. D., 706 Church Street, 
Decatur. 


Membership Chairman: Virginia Tuggle, M.D., 822 
Columbia Drive, Atlanta. 


Meetings held third Saturday, alternate months. 


THIRTY, UPPER CALIFORNIA 
President: Jane Schaefer, M.D., 490 Post St., San 


Francisco. 


Secretary: Eleanor Brown, M.D., 22 Terra Vista, San 
Francisco. 


THIRTY-ONE, MISSISSIPPI 


President: Eva L. Meloan, M.D., 964 N. State St., 
Jackson. 


Secretary: Ruth R. Burroughs, M.D., 2912 N. State 
St., Jackson. 


THIRTY-TWO, WESTERN NORTH CAROLINA 


President: Irma Henderson-Smathers, M.D., 1295 
Merriman Ave., Asheville. 


Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
West Asheville. 


Membership Chairman: Ethel Brownsberger, M.D., 75 
Hendersonville Rd., Biltmore, N.C. 


THIRTY-THREE, FLORIDA 
President: Mary C. Patras, M.D., 8340 N.E. Second 
Ave., Miami 38. 
Secretary: Minerva Gordon, M.D., 541 Lincoln Road, 
Miami Beach. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 
Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 
President: Alice Reinhardt, M.D., Santorio Insula, Rio 
Piedros. 
Secretary: Maria Amelia Pares, M.D., Professional 
Building, Santurce. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 
President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland 
Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 
President: Phyllis Leibly, M.D., 4530-51st St., N.E., 
Seattle. 
Secretary: Lily E. Schoffman, M.D., 828 Fourth and 
Pike Bldg., Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 

President: Sybil Haire, M.D., 5221 Arbor Road, Long 
Beach 11. 

Secretary: Georgia L. Johnson, M.D., 4029 Elm Ave- 
nue, Long Beach 7. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 

President: Margaret Noyes Kleinert, M.D., 23 Bay 
State Road, Boston. 

Secretary: Patricia Benedict, M.D., 24 Essex Road, 
Chestnut Hill 67. 

Membership Chairman: Mary C, Shannon, M.D., 334 
Highland Street, Worcester. 


FORTY, DALLAS, TEXAS 
President: Katharine Bennett, M.D., 915 St. Joseph, 
Dallas, Texas. 
Secretary: Harriet Rogers, M.D., 4307 Camden, Dal- 
las, Texas. 
(Continued on page 24) 


Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, New York. 
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Establishing 


Obedrin contains: 
e Methamphetamine for its anorexigenic and mood- 
lifting effects. 


e Pentobarbital as a balancing agent, to guard against 
excitation. 


e Vitamins B, and B, plus niacin to supplement the diet. 


e Ascorbic acid to aid in the mobilization of tissue 
fluids. 


Since Obedrin contains no artificial bulk, the hazards 
of impaction are avoided. The 60-10-70 Basic Plan 
provides for a balanced food intake, with sufficient 
protein and roughage. 


Write for 
60-10-70 Menu pads, weight charts, 
and samples of Obedrin. 


18 


desired « 


patterns 


In the development of good eating 
habits, medication is important, 

not only in initiating control, but also 
in maintaining normal weight.!23 


Semoxydrine HCl (Metham- 
phetamine HCl) 5 mg.; Pen- 
tobarbital 20 mg.; Ascorbic 
acid 100 mg.; Thiamine HCI 
0.5 mg.; Riboflavin 1 mg.; 
Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. 
& Dig. Treat., 5:778 (Oct.) 
1954). 
2.Sebrell,W.H.,Jr.:J.A.M.A., 
152:42 (May, 1953). 

3. Sherman, R.J.: Medical 
Times, 82:107 (Feb., 1954). 


BRISTOL, TENNESSEE 
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(ABBOTT'S 8 COMPLEX TABLETS WITH C) 
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Each SUR-BEX with C 
tablet contains: 


Thiamine 6 mg. 
Pyridoxine Hydrochloride........... 1 mg. 
Vitamin B12 (as cobalamin concentrate). 2 meg. 
Calcium Pantothenate............. 10 mg. 
Desiccated Liver, N. F. .......... 300 mg. 
Brewer's Yeast, Dried ............ 150 mg. 


As a dietary supplement: | or 2 tablets 


daily. 


For stress, or postoperative convales- 
cence: 2 or more tablets daily. 


610240 
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TAMPAX ree these 


common menstrual discomforts 


e BANISHES OFFENSIVE ODOR... 
e'PERINEAL IRRITATION... 
e UNSIGHTLY, REVEALING BULGES 


As evidenced by long clinical experi- 
ence, Tampax, the intravaginal guard 
of choice, relieves much of the em- 
barrassment once accepted as inevit- 
able during the menses... Tampax 
affords gratifying protection, freedom 
from chafing often associated with 
external pads and guards against odor 
... Three absorbencies .. . Tampax 
Super, Regular or Junior . . . ‘meet 
varying requirements. 


Professional Samples 
on Request 


TAMPAX INCORPORATED 


PALMER, MASSACHUSETTS 
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FOR THREE GENERATIONS, PHARMACIES 
HAVE SUPPLIED ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, pharmacists have been dis- the gastric hyperacidity frequently 
pensing SAL HEpatTica—the fast-acting accompanying constipation. 
yet gentle laxative. 


Because sparkling SAL HEPATICA is APERIENT 
both antacid and effervescent, it passes Yo 
rapidly through the stomach. In the intes- 
tine it provides fluid bulk by its osmotic LAXATIVE — 
action. This bulk stimulates peristalsis. ’ 
Prompt evacuation usually follows— Sal 
within an hour, if taken before breakfast He 


—before bedtime, if taken half an hour CATHARTIC 


patica 


fore the evening meal. AE 
before the eve 8 ea » Antacid £axallll 

without griping, therefore is liked by i 


patients. Because it is antacid, it relieves 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. co’. 
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Tetracycline Lederle 


for prophylaxis and treatment of 


Posner and his colleagues' have reported on 
the use of tetracycline (ACHROMYCIN) in 96 
cases of obstetric complications, including 
unsterile delivery, premature rupture of the 
membranes, endometritis, parametritis, and 
other conditions. They conclude that this 
antibiotic is ideally suited for these uses. 


Other investigators have shown ACHROMYCIN 
to be equally useful in surgery and gynecology 
and virtually every other field of medicine. 
This outstanding antibiotic is effective against 
a wide variety of infections. It diffuses and 
penetrates rapidly to provide prompt control 
of infection. Side effects, if any, are negligible. 


Every gram of ACHROMYCIN is made in 
Lederle’s own laboratories and offered only 
under the Lederle label—your assurance of 
quality. It is available in a complete line of 
dosage forms, including 


ACHROMYCIN SF 


ACHROMYCIN with STRESS FORMULA VITA- 
MINS. Attacks the infection, bolsters the 
patient’s natural defenses, thereby speeds 
recovery. Especially useful in severe or pro- 
longed illness. Stress formula as suggested by 
the National Research Council. 

SF Capsules, 250 mg. 

SF Oral Suspension, 125 mg. per tea- 

spoonful (5 cc.) 


For more rapid and complete absorp- 
tion. Offered only by Lederle! 


filled sealed capsules 
1Posner, A. C., et al.; Further Observations on the Use of Tetra- 


cycline Hydrochloride in Prophylaxis and Treatment of Obstetric 
Infections, Antibiotics Annual 1954-55, pp. 594-598. 


LEDERLE LABORATORIES DIVISION : 
AMERICAN CYANAMID COMPANY 
PEARL RIVER, NEW YORK 


U.S. PAT. OFF. 


PHOTO DATA: SPEED GRAPHIC CAMERA, 
F.16, 1/50 SEC., ROYAL PAN FILM 
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FORTY-ONE, SOUTHEAST VIRGINIA 


President: Hertha Riese, M.D., Route 2, Box 397, 
Glen Allen. 


Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Road, Richmond. 


FORTY-TWO, HOUSTON, TEXAS 


President: Ruth Hartgraves, M.D., 1407 Medical Arts 
Building, Houston. 


Secretary: Francine Jensen, M.D., 2218 West Main, 
Houston 6 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 
President: Mary Mitchell Henry, M.D., 601 Medical 
Arts Building, San Antonio. 
Secretary: Ione Huntington, M.D., 647 New Moore 
Building, San Antonio. 


Membership Chairman: Pearl Zink, M.D., 615 Medi- 
cal Arts Building, San Antonio. 


American Medical Women’s Association, Inc. 
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FORTY-FOUR, MARICOPA, PHOENIX, 
ARIZONA 


President: Zdenka Hurianek, M.D., 4115 North 10th, 
Phoenix. 


Secretary: Helen Davis, M.D., 3337 East Mitchell Dr., 
San Antonio. 


BRANCH FORTY-FIVE, TUCSON, ARIZONA 
President: Virginia C. Van Meter, M.D., Old Pueblo 
Club, Tuscon. 
BRANCH FORTY-SEVEN, COLORADO 
President: Mildred Doster, M.D., 414 Fourteenth St., 
Denver 2. 
BRANCH FORTY-EIGHT, 
NORTHWEST INDIANA 


President: Eleanore A. Walters, M.D., 602 Broadway, 
Gary. 
Secretary: Ellen K. Cohen, M.D., Hebron. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 


APPLICATION FOR ASSOCIATE MEMBERSHIP 


Place of Internship 


bene Place of Birth 


Associate members do not pay dues but have all the privileges of membership except voting, holding office, 
and membership in the Medical Women’s International Association. Associate membership is open to: medi- 
cal women in the first year of practice, women interns, residents in training, and fellows. Membership in- 
cludes the Journat each month without charge. 
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whenever cough intrudes... 


CORICIDIN SYRUP 


adds cold relief to cough control 


Besides easing cough, CORICIDIN Syrup provides the most potent 
antihistamine to help curb sneezing and other allergic-like reactions 
of colds plus potentiated analgesics to relieve associated aches and pains. 


dosage 

Adults—One teaspoonful 
every three or four hours, not 
exceeding four doses daily. 
Children 6-12 years— 
One-half adult dosage. 
Younger children — Adjust 
dosage according to age. 


packaging 
Coricip1n® Syrup, 4-ounce, 
pint and gallon bottles. 


OExempt narcotic. 


CN——J-286 


Each teaspoonful (5 cc.) of CORICIDIN Syrup® contains: 


Dihydrocodeinone bitartrate . . 1.67 mg. 
Chlorprophenpyridamine maleate . . . Bmg. 
Sodium salicylate . . 225 mg. 
Sodium citrate . . 120mg. 
Caffeine . 30 mg. 
Glyceryl guaiacolate . 30 mg. 


If additional ingredients are desirable for special con- 
ditions, CORICIDIN Syrup is compatible with therapeu- 
tic amounts of other medicaments, such as codeine salts, 
belladonna tincture and ephedrine sulfate. 


CORICIDIN| 
SYRUP. | 
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UNIVERSITY OF ALABAMA 


President: Maude Dieseker, 800 South 20th Street, 
Birmingham, Alabama. 


Secretary: Betty Jean McBride, 800 South 20th 
Street, Birmingham, Alabama. 


Sponsor: Evelyn L, Stansell, M.D., 314 N. 15th 
Street, Bessemer, Alabama. 


UNIVERSITY OF ARKANSAS 
President: Betty Ann Lowe, University of Ark- 
ansas School of Medicine, Little Rock, Arkansas. 
Secretary: Betty Jane McClellan, 222 West “G” 
Street, Park Hill, North Little Rock, Arkansas. 


Sponsor: Eva Dodge, M.D., University of Arkan- 
sas School of Medicine, Little Rock, Arkansas. 


BAYLOR UNIVERSITY 
President: Elizabeth Muchmore, 1903 Portsmouth, 
Houston, Texas. 


Secretary: Betsy Comstock, Baylor University Col- 
lege of Medicine, Houston, Texas. 


Sponsor: Ruth Hartgraves, M.D., 1407 Medical 
Arts Bldg., Houston, Texas. 


ESTHER C. MARTING JUNIOR BRANCH, 
CINCINNATI, OHIO 


President: Cornelia Dettmer, 2991 Werk Road, 
Cincinnati, Ohio. 

Secretary: Virginia Beamer, 351 Erkendrecher 
Avenue, Cincinnati. 


Sponsor: Esther C. Marting, M.D., 2314 Auburn 


Avenue, Cincinnati, Ohio. 


MEDICAL COLLEGE OF GEORGIA 
President: Nelle Strozier, Medical College of Geor- 
gia, University Place, Augusta. 
Secretary: Sara L. Goolsby, Medical College of 
Georgia, University Place, Augusta. 


Sponsor: B. Shannon Gallaher, M.D., Medical Col- 
lege of Georgia, University Place, Augusta, 
Georgia. 


HAHNEMANN MEDICAL COLLEGE 
President: Audrey Krauss, 300 South Camas Street, 
Philadelphia, Pennsylvania. 
Secretary: Patricia Cusick, Hahnemann Medical 
College, Philadelphia, Pennsylvania. 


Sponsor: Elizabeth B. Brown, M.D., 1930 Chestnut 
Street, Philadelphia, Pennsylvania. 


JUNIOR BRANCH OFFICERS, 1956-1957 


HOWARD UNIVERSITY 
President: Sara Ewell, Wheatley Hall, Howard 
University, Washington, D.C. 
Secretary: Z. Ozella Thompson, 5345 Bell Place, 
Washington 1, D.C. 


NORTHWESTERN UNIVERSITY 
President: Marianne Whowell, 2118 N. Sedgwick, 
Chicago, IIliois. 
Secretary: Frances Taylor, 1160 N. State Street, 
Chicago, Illinois. 
Sponsor: Beulah Cushman, M.D., 25 E. Washing- 
ton, Chicago, Illinois. 
FLORENCE SABIN JUNIOR BRANCH, 
UNIVERSITY OF COLORADO 


President: Yvonne Johnson, 1163 Lincoln, Boulder, 
Colorado. 


Secretary: Nancy Nelson, 740 Fourth Avenue, 
Longmont, Colorado. 


Sponsor: Gertrude Weiss, M.D., 4200 E. Ninth 
Avenue, Denver 20, Colorado. 
UNIVERSITY OF UTAH 
President: Frances R. Beier, 3396 E 3900 South, 
Salt Lake City, Utah. 


Secretary: Mary Gehres, 233 Douglas Street, Salt 
Lake City, Utah. 


Sponsor: Camilla Anderson, M.D., 239 Virginia 
Street, Salt Lake City, Utah. 


GEORGE WASHINGTON UNIVERSITY 
President: Roberte Raymond, 2010 Kalorama Road, 
N.W., Washington, D.C. 


Secretary: Diane Perrine, 2010 Kalorama Road, 
N.W., Washington, D.C. 


Sponsor: Elizabeth S. Kahler, M.D., 3828 Fulton 
Street, N.W., Washington, D.C. 


UNIVERSITY OF NEBRASKA 
President: Gretchen Glode, Immanuel Hospital, 
34th and Forbes, Omaha, Nebraska. 


Secretary: Marilyn Myers, 3220 Lafayette, Omaha, 
Nebraska. 


Sponsor: Mary Jo Henn, M.D., University of 
Nebraska, College of Medicine, 42nd and Dewey 
Avenue, Omaha, Nebraska. 


NEBRASKA—CREIGHTON 


President: Corinne Farrell, 4016 Izard Street, 
Omaha, Nebraska. 


Secretary: Barbara Kenyon, 4016 Izard Street, 
Omaha, Nebraska. 
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BALANCE 


} 


brand of prednisolone 


one of “the best therapeutic agents 
now available”* 


Supplied: White, 5 mg. oral tab- ls : i 

of provides restoration of breathing capacity Relief of symptoms 
1 mg. oral tablets, bottles of 100. [ bronchospasm, cough, wheezing, dyspnea] is maintained for long 
Both are deep-scored. periods with relatively small doses.* . 
*Schwartz, E.: New York J. Med. eee > ° 
56:570, 1956. minimal effect on electrolyte balance — “in therapeutically effective 


doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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WHAT BEECH-NUT QUALITY MEANS 


FRESHNESS in every jar. Fruits and vegetables PURITY is guarded all the way by Beech-Nut 


are picked at perfection and processed to pro- —from the careful washing of every ingredient, 
vide the most in eating pleasure. to the sterilization of each sparkling glass jar. 


FLAVOR is constant. A panel of taste testers NUTRITION is another important factor in 
makes daily checks to positively guarantee Beech-Nut quality. Precious vitamins and 
Beech-Nuts untormly fine flavor. minerals have been retained in high degree. 


Pediatricians know that Beech-Nut 
keeps up with the very latest scientific 
methods developed for taking better 
care of Baby. Also. the research depart- 
ment at Beech-Nut is continually 
searching for new ways to improve 
packaging, to guarantee important fla- 
vor control, to preserve all possible 
nutritional value. It’s no wonder doc- 
tors recommend Beech-Nut Baby Foods 
to mothers for their babies. 


Beech-Nut 
VARIETY is the spice of Baby’s life with Baby Foods 


Beech-Nut. There are 5 pre-cooked Baby Canajoharie, New York 
Cereals, 28 Strained Foods, 26 Junior Foods. 


Beech. Nut 
“HICKEN SOUP 
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best for baby 


VI-MIX DROPS 


(Multiple Vitamin Drops, Lilly) 


the most potent formula of its kind 


In 30-cc. and 
60-cc. packages 


— 
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The Aging Population and 
Changing Orientations in Public Health 


David W. Barkley, Ph’D., and Claire F. Ryder, M.D., M.P.H. 


HIS PAPER POINTS OUT several ways in 
which the aging of our American so- 
ciety has given new directions to public 
health practice and preventive medicine, and 
also touches on the participation of private 
physicians in these fields. In the flood of books 
and articles on gerontology during the last few 
years, much has appeared about pensions, housing, 
employment, recreation, and education for older 
people. Many articles show how the increase in 
the numbers of older people has, on the one hand, 
influenced public policy in these areas and, on the 
other, has stimulated the conscious planning of 
private enterprise to meet these wants. 

Less, however, has been written about the total 
pattern of health needs of older people or about 
the inevitable changes in health services brought 
about by the alterations in the age distributions of 
our population. The health and medical profes- 
sions have found their tasks remade for them, in 
one way or another, by the increasing number of 
older people. 


Stages in Public Health Development 
Public health has been concerned traditionally 
with elimination of those elements in man’s en- 


vironment which are destructive of his health. Spec- 
tacular success came through technologic develop- 


Dr. Barkley is Consultant in Gerontology, 
Harvard School of Public Health, Boston. 
Dr. Ryder is Lecturer on Gerontology, Har- 
vard School of Public Health, Boston. 
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ments which permitted the control of communica- 
ble diseases by keeping from man the agents of 
disease or building in him the power to resist dis- 
ease when some contact with its agents was un- 
avoidable. Sanitation, immunization, and isolation 
were major tools. Methods employing these tools 
were applied to masses of people without respect to 
the idiosyncrasies of individuals. The police power 
of the community was invoked to give force to 
means of securing purification of water supplies, 
effective disposal of sewage, pasteurization of milk, 
destruction of reservoirs of disease, isolation of 
diseased persons, enforcement of food handling or 
other sanitary regulations, or other action for the 
protection of the community’s health. 

The second major development centered about 
the health of children and their mothers. Here 
health education of the patient came into use as 
a tool. Mrs. Jones, as an individual, needed to 
learn facts about prenatal hygiene, or about the 
care and feeding of her baby after birth, or how , 
to save an active 6 year old child from a disabling 
or fatal accident; further, she needed to be moti- 
vated to apply this knowledge. Persuasion had to 
take the place of compulsion, and the building of 
favorable attitudes toward health and the services 
of health practitioners became a major task. 

The prevention of disease and disability acquired 
a new dimension. The individual, whether mother. 
or child, was looked on not as an instance: of a 
disease to be statistically counted but as a person 
with problems produced in part by social and cul- 
tural factors. Mass approaches were thought to be 
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less effective, since the causes of disease and mal- 
adjustment were found to be multiple, involving 
economic, social, and cultural conditions quite out- 
side the control of medicine or public health in 
their sanitation aspects. 

A new emphasis was placed on prevention in 
another direction, the prevention that comes with 
the maintenance and promotion of positive health 
and well-being. Leavell’ has constructed a useful 
concept of prevention that distinguishes five levels: 
(1) health promotion; (2) specific protection; (3) 
early recognition and prompt treatment; (4) dis- 
ability limitation; and (5) rehabilitation. The 
change of emphasis here observed can be described 
in these terms as a replacement of specific protec- 
tion with health promotion; well-child conferences, 
for example, were a notable development of this 
second period. 

Successes in the first two stages have paved the 
way for the entrance of public health into a third 
stage, where the major emphasis is on adult health 
in maturity, in the middle years, and in old age. 
Communicable diseases that formerly took toll of 
children and adults alike have been brought under 
control. In this country, the health of children has 
been so notably improved that death rates at all 
ages have been reduced during the past fifty years, 
though markedly more in the younger than in the 
older age groups. More children reach adulthood 
and more adults live to middle age and beyond 
than ever before. 

Those prevented from dying of typhoid fever, 
smallpox, pneumonia, and other diseases with high 
mortality a generation ago are now living on, to 
die of cardiovascular disease, cancer, diabetes, or 
some other chronic disease with high prevalence 
among older people. No elaborate surveys are nec- 
essary to show that control and treatment of these 
diseases must be a major concern of the adult pop- 
ulation, particularly of the aging and aged, and of 
those who, in one professional capacity or another, 
help this population toward optimum health. 
The Pinching Shoe 


It is wrong to conclude that this third stage of 
public health came about as a result of conscious 
selection or planning by any special or general 
body of public health workers, It is clear that the 
growing numbers of aging and aged people with 
manifest needs result in greater and greater de- 
mands on health facilities; the clientele served by 
medical and health personnel has aged. Changes 
in population are, of course, gradual and their 
effects delayed. Their dramatic character is often 
not revealed until one set of statistics is set beside 
another for the comparison of changes over ten, 


twenty, or fifty years. For our purposes, it is enough 
to mention but a few of these indicators. 


First, there are more old people in the popula- 
tion. In half a century (1900 to 1950) the per- 
centage of persons aged 65 and over rose from 4.1 
to 8.2 percent, with an absolute increase in this 
group from 3 million to nearly 12,250,000.* It is 
estimated that at present there are over 14 million 
in this age group.” 

Second, children now being born or people al- 
ready living can expect to live longer than their 
fathers. Life expectancy at birth of Americans in 
this same half century has risen from about 50 to 
nearly 70 years; expectancy at age 20, from 43 to 
53 years. Expectancy at age 45, however, has risen 
in the past forty years by only four years, that is, 
from 25 to 29 years, and at age 65, by scarcely 
three and one-half years.* 


Third, more people can expect to be victims of 
chronic illness at some time in their lives. Here it 
is necessary only to point out that in fifty years 
cardiovascular disease and cancer have replaced 
pneumonia, influenza, and tuberculosis as the ma- 
jor causes of death.® 


Fourth, hospitals report that admissions of older 
people have risen markedly and that they consume 
proportionately more hospital services than younger 
age groups, 

National figures are lacking for the comparison 
by age and date of hospital admissions. However, 
it was found in a study of geriatric patients in the 
Peter Bent Brigham Hospital, Boston, that in the 
period 1913 to 1918, 7 percent of the patients were 
61 years of age and older as compared with 20 
percent for the period 1938 to 1943. At present, 
the ratio is well above 20 percent and may approach 
30 percent.” Unpublished records of the Massa- 
chusetts General Hospital in Boston show that the 
average age of medical admissions (excluding pedi- 
atrics) rose from 35, in 1912, to 60, in 1949. From 
statistics compiled by the United States Depart- 
ment of Health, Education, and Welfare,” it has 
been estimated that 208 days are spent in the hos- 
pital per 100 persons aged 65 and over; for the 
general population, 101 days per 100 persons is 
recorded. Special attention has been directed to 
statistics on the use of hospital facilities, because 
there is a concomitant increase in the use by older 
persons of the services of doctors, nurses, medical 
social workers, and others. With the hindsight pro- 
vided by these indicators, it can surprise no one 
engaged in public health or private medical care to 
find he is involved, despite himself, as a practicing 
gerontologist. 
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Medical and Social Complexities 


Since the diseases of old age are multifactored 
in their origins and insidious in their development, 
there are few tools at hand for specific prevention. 
Thus, there is a need to explore other kinds of pre- 
vention. Early recognition and prompt treatment 
is a basic step, but it must immediately be pointed 
out that full utilization of these tools for detection 
or treatment depends on the initiative and will of 
the prospective disease victims, that is, of everyone 
in the middle and late.years of life and of many 
even in earlier years. 

The size of the educational job to be done is 
enormous. In part, it is a continuation of health 
education in maternal and child health; healthy 
adults tomorrow must be healthy children today. 
Health is a seamless web, and the health habits 
and attitudes formed in childhood and early adult- 
hood influence health maintenance in old age. 

Social and cultural factors appear to enter into 
the causation of chronic diseases in complex ways, 
and there is thus a still greater removal from the 
sanitation-immunization approach. Chronic disease 
is not solely the concern of the pathologist and 
clinician, Public health must observe the interplay 
between social and cultural conditions and health, 
seek ways and means for utilizing tools of detec- 
tion, and assist in the community organization of 
health facilities (including a healthful environ- 
ment) which are essential for preserving optimum 
health in aging and aged people. Looked at in this 
way, the health of the aged is but one part of a 
broader concern with adult health. 

No phase of the life of an older person is irrele- 
vant to health assessment. Anyone who would help 
older people conserve their health must inquire 
how the older person maintains himself—how he 
gets his food, clothing, and shelter. He must ask 
how the older person spends his leisure time; how 
he assesses the value of his life; whether he has 
companionship; whether he has anyone to love him, 
to care whether he lives or dies. Here we are deal- 
ing with feelings and attitudes which are social; we 
are also concerned with economic problems of po- 
litical importance. 


Adult Health and Gerontology 


Persons of all ages can fall prey to chronic dis- 
ease. Its victims at any age need medical care, 
nursing, rehabilitation services, and the mainte- 
nance of living conditions which assure the max- 
imum opportunity for functional activity and use- 
fulness, but proportionately more of the older 
group are sufferers. Most important, these needs 
are felt in a more poignant way by the aged, be- 
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cause most of them have fewer resources within 
their own control than they had when younger or 
fewer resources than younger people. 

Illness surveys conducted by the United States 
Public Health Service® show clearly that the case 
tates for chronic illness rise in almost a direct ratio 
to age. The chronic disease case rate for all ages 
was found to be 142 per 1,000 population, but 
ranged from 43 for children under 5, to 141 for 
adults 25 to 34 years of age, and to 391 for persons 
65 and over. 

In old age, most individuals, especially at the 
time of retirement, experience a decline in income. 
In 1951, 72.7 percent of families whose head was 
65 years of age or over and of single individuals 
65 years of age and over had incomes of less than 
$1,500 per year.° In this same year, only 21 percent 
of families and individuals of all ages had incomes 
under this level.'° 

Another indicator is given by the average earn- 
ings of employed persons, which show a decline 
from the age of 40 onward. In 1949, the average 
earnings for all persons 14 years of age or older 
was $2,619; for those 40 to 44, $2,350; for those 
65 to 69, $1,843; and for those over 70, $1,574."' 
In 1954, more than half the persons 65 and over 
had less than $500 in liquid assets and nearly one- 
third had none at all. At the end of 1954, nearly 
two million aged persons received their major in- 
come from public assistance.’ 

Income adjustments at retirement may mean 
moving to less expensive housing at the very time 
when there is an urgent need to maintain the high- 
est possible self-respect and status, both of which 
may have appeared diminished when the occupa- 
tion that gave meaning to life and a place in so- 
ciety was relinquished. Children have married and 
gone away and the family has dwindled at a time 
when need for companionship is intensified. 

With the onset of age comes disease in oneself 
or one’s spouse, at a time when meeting the added 
costs of such illness is most difficult. A recent 
nation-wide survey of medical costs made by the 
Health Information Foundation, New York,'*’ 
shows a wide divergence between the average costs 
for private personal health services incurred by the 
general population and those 65 and over; the gen- 
eral average is $65 per year, while the average for 
the older age group is $102. Not only may income 
and assets be reduced, but the older person is less 
likely to be protected by voluntary medical or hos- 
pital insurance. A survey '* showed that, althcugh 
56 percent of the population had some kind of 
hospital insurance in 1951, only one fourth of per- 
sons 65 years of age and over had such coverage. 
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The resulting stresses do not aid health. With 
this decline in health, the dwindling resources are 
still further drained, social contacts are further re- 
stricted, and the incentive for optimum functional 
activity is diminished. In this unhappy continuum, 
the individual may deteriorate by stages and die. 

Except for a minority, these interconnections are 
not so close for younger people. Financial or social 
adversity does not take such immediate toll on their 
health. Critical events are not likely to follow in 
sequences with such short time intervals between 
them. Physical and mental reserves are greater. 

This is the gerontologic task: to build in older 
people or, better, in people as they age, the reserves 
and supports they need to meet stress of this kind 
and to help them employ their remaining inner 
resources most effectively when stress comes. Finan- 
cial aids can be supplied, but the way they are 
given is important, symbolically, to assure that they 
do not have the unwanted effect of breaking down 
self-regard or sense of status. 

In the long run, the remedy for isolation de- 
pends on the achievement of better mental health 
in society at large, so that all people may know 
how to form satisfactory human relationships and 
maintain an outgoing, people-centered life. Only 
with the greatest difficulty can this be learned when 
one is old. Aids to meeting the needs for compan- 
ionship are of course possible; this is the basis for 
supporting the establishment of social centers, the 
development of programs for voluntary visiting, 
or for undertaking rehabilitative measures that 
may permit movement outside the bounds of one’s 
house, or otherwise widen the scope of an individ- 
ual’s activity. Health measures in early years may 
help to postpone or prevent later, disabling stages 
of disease. Giving older people more certain finan- 
cial access to medical and nursing services without 
forcing them, as many now are, to confessions of 
indigency would remove a major strain. 

Income maintenance, housing, access to medical 
services, achievement of emotional maturity and 
balance, healthful work and play are not, of course, 
exclusively in the domain of gerontology. All of 
these involve problems germane to the maintenance 
of adult health. Yet in communities and areas 
where the requirements of older people are grossly 
neglected, special attention to their needs as such 
must be given. Whether this should be done on an 
ad hoc basis or through recognizing special or 
unique needs that must be met is a most difficult 
practical question. 

One clear, specific problem is that of reducing 
the stress breakdown cycle that results from the 
close interlocking of needs and of means for their 
satisfaction that our society and culture force on 


us when we are old. It may be that we shall do a 
disservice to society as a whole if we treat some 
problems as gerontologic which in fact are not. If, 
for example, we seek special housing for the aged 
in communities where housing generally is poor, 
or if we try to set up specialized medical services 
where the availability of such services is limited 
for most of the community, the long-run conse- 
quences, even for older people, may be less desira- 
ble than if effort were expended on securing better 
housing or better medical services for all. These 
examples show why it is so very hard to decide even 
on the ad hoc basis what special services for an 
age group should be established and why public 
health and medical practitioners are uncertain how 
best to proceed. 

The public health interest in gerontology has 
grown out of struggles with problems of adult 
health in an aging society. For their solution, these 
geriatric health problems require attention in more 
than the clinical and pathologic aspects. In time, 
however, the insights gained in working w’'th older 


people may be used in work with adults of all ages. 


The social basis of medicine is becoming clearer; 
health is seen as the product of the interaction of a 
person with a culturally conditioned environment. 
We do not treat an isolated physiologic-cum- 
psychologic man, but a person in a milieu—a milieu 
which is not merely physical but spiritual and emo- 
tional as well. 


Rehabilitation and Prevention 


The control of specific diseases is obviously no- 
the only objective in public health. Indeed, op- 
timum control includes not only treatment of phys- 
ical and mental ills but also the maintenance or 
restoration of the person to the highest possible 
level of physical, social, and psychologic well- 
being. This comprises disease prevention at the 
fourth and fifth steps marked out by Leavell: ' 
disability limitation and rehabilitation. 

For many older people, a great premium is placed 
on activity. In many minds, the ability to get around 
is equated with health and well-being. Th‘s ability 
is important whenever it permits a wider range of 
free choice in how life is lived: in bed; between bed 
and chair; between chair and street; or between 
home and church, community center, stores, ot 
place of recreation or job, Prevention has signifi- 
cance even if it means no more than holding the 
degenerative course of disease in check so that 
abilities presently possessed are not lost. 

Rehabilitation may be seen as the restoration of 
a function or an activity, not necessarily to the 
level that permits the individual to take on again 
the activities of a younger age, for example, to 
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assume responsibility for a house or take a job, 
but to a level which permits a larger measur: of 
self-care than would have been possible without 
the rehabilitative therapy. The community has an 
economic stake in this form of prevention for per- 
sons of any age, but it is especially large with 
the older segment of the population because the 
cost of their maintenance when ill must necessarily 
fall heavily on the community, being reflected in 
the costs of hospitals, infirmaries, clinics, nursing 
services, and so forth. These costs can be kept low 
only to the degree that the health of old people 
can be maintained at the highest point of func- 
tional efficiency in body and mind and spirit. 


Public Health Tasks Reoriented 

Meeting the interrelated needs which have been 
described has set new tasks for all public health 
workers. The public health officer recognizes this 
fact chiefly because he and his staff are called on 
to provide increasingly wider serv:ces to older peo- 
ple in his community. He is aware that there are 
many unknown individuals whose needs are as great 
as those of the old people rece’v'ng service. Many 
officers are frankly perplexed about the precise 
extent of their responsibility for the health of older 
people. This is true both for the direct services— 
health education, detection, public health nursing, 
health counseling, and so on—and the indirect serv- 
ices—leadership or part cipation in community or- 
ganizations—which create or sustain the directed 
services mentioned or other necessary services by 
other agencies or by a combination of both direct 
and indirect services. 

Without any directed change of policy, health 
department staff members have, in the natural 
course of events, found themselves working with 
more older people. This situation presents prob- 
lems of preparing and training the health special- 
ists who must serve the grow'ng, disease-prone old- 
er population. Training of public health nurses 
in rehabilitation and case-finding techniques geared 
to diseases and disabilities of old age becomes im- 
portant. Nutritionists must inevitably find them- 
selves more and more involved in food problems of 
both the sick and the well old person. The medical 
social worker must learn to grapple with problems 
of income, housing, and personal adjustments of 
older people. 

Health education, too, has had to change its ori- 
entation, Here the health educator is concerned not 
only with the teaching of health self-management 
to older people and their families but also with 
changing attitudes. Community attitudes are im- 
portant for older people, especially the attitudes 
of those who may be in a position to make decisions 
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for older people, and the atttudes detrimental to 
health which older people themselves may have. 

Voluntary agencies in the community have felt 
the impact of our aging population. Family service 
and other social agencies in some communities have 
responded by developing special counseling services 
for older people. Visiting nurse associations find 
themselves confronted with an increasing volume 
of geriatric nursing problems. Hospitals are pub- 
lishing statistics that show a marked rise in the 
percentages of older people occupying hospital beds. 
Bugbee,’® of the Health Information Foundation, 
New York, finds that people 65 years of age and 
older are now occupying 20 percent of hospital 
beds in all categories, and that medical services 
incurred by the aged account for more than 13 
percent of all charges for health services, although 
this group comprises scarcely more than 8 percent 
of the population. 

The care of older persons, after specialized hos- 
pital services are no longer necessary or valuable, 
has become a sharp and difficult problem. In those 
hospitals introducing them, home care programs are 
giving a larger and larger share of their service 
to older patients. The support, management, and 
control of nursing homes serving an older popu- 
lation have presented new issues in public policy. 

The private physician, on the other hand, is con- 
fronted not so much by a new task in his direct 
relations with his aging and aged patients as by 
involvement with the non-medical aspects of geron- 
tology. He must treat not only the old person but 
also that patient’s family. He must have a greater 
concern for the social effects of illness and how they 
can be countered. He must have knowledge of, and 
take an interest in, the maintenance of community 
resources for the aged, and indeed may even find 
himself drawn into leadership in this area. 

In the long run, however, the physician aware 
of, and responsive to, the needs of older patients 
will find himself engaged to a greater extent in 
home-centered care, Roberts,’® in an analysis of 


1950 data on long-term illness, has found that 78 - 


percent of long term patients are cared for in their 
own homes, a percentage he would rather see rise 
than fall. Yet, to achieve this, communities are 
faced with the constructive necessity of providing 
more generous home health and medical services, 
thereby enabling families to undertake home care 
for their members. Because the great majority of 


older people have difficulties in economic mainte- . 


nance, the physician must explore ways of easing 
the financial arrangement between doctor and pa- 
tient to a greater degree than with young patients. 
He must assure older patients of all necessary care, 
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in ways that do not produce health-destroying anx- 
iety or stress through damaged self-respect. 

The smooth functioning of the health team must 
be as much the responsibility of the private physi- 
cian as of the public health professional. On the 
one hand, the public health practitioner does not 
have, and does not intend to furnish, a substitute 
for the doctor-patient relationship; on the other, it 
is clear that the private physician cannot carry on 
alone the educational and preventive work needed. 
There are several reasons for this. Ours is a 
“youngening” as well as aging population. The 
number of children under the age of 5 has increased 
from 10,500,000 to 18 million, a 75 percent in- 
crease in the 15 years from 1940 to 1955; the num- 
ber from age 5 to 19 has increased from 35 to 42 
million in the scant five year period from 1950 to 
1955.'’ Thus, a large share of the private practi- 
tioner’s time will continue to be taken up with acute 
disease, and, as a consequence, the situation of rela- 
tive inaccessibility of older patients to physicians 
will continue. 

This state of affairs is fortified by the persisting 
attitudes of older people and of society in general 
(including medical practitioners, for example!) that 
disease is a natural accompaniment of old age and 
that there is little that can be done about it; or that 
aches and pains are nothing to take account of as 
long as a person is active and can get around. None- 
theless, it must be firmly emphasized that the physi- 
cian has a responsibility toward his patients not 
only to treat existing disease but also to be aware 
of preclinical evidence of other disease in his pa- 
tients and especially in those that are aging or 
aged. Thus, prevention and rehabilitation must al- 
ways be possible goals in the treatment of the 
geriatric patient. 


Gerontology Training in Public Health 


In recent years, a few medical schools and public 
health schools have begun to take some conscious 
account of these shifting orientations as they af- 
fect the aging population. The experience at the 
Harvard School of Public Health is instructive. 
Here the interest in older people had, by 1952, de- 
veloped in several directions. In industrial hygiene, 
research relating to the work capacity of older 
people had been undertaken. In the department of 
maternal and child health, a study of the meno- 
pausal period and the aging woman had geronto- 
logic overtones. Students of public health practice 
coming in from the field were asking questions 
about public health responsibility for the aging 
and aged citizens in their communities. Nutritional 
studies were directed more and more toward study 
of dietary needs of older people, both to meet nu- 


tritional standards and in connection with the 
control of chronic diseases such as diabetes. 

The School was enabled to develop an articulated 
program in gerontology through a grant of funds 
from the Kellogg Foundation, an organization 
which in recent years has been giving more and 
more support to medical and public health pro- 
grams related to the community needs of older 
people. This grant permitted the formation of a 
teaching program in gerontology, which also in- 
cluded a review of research possibilities and of op- 
portunities for technical assistance to communities. 

Early in 1953, a group of consultants was called 

to Harvard to discuss the best methods for develop- 
ing a program in gerontology. The consensus was 
that a principal objective should be the integration 
of geriatric and gerontologic teaching in the 
School, that the approach should be interdisciplin- 
ary, and that the major emphasis should be on 
teaching programs designed to help persons working 
in the field of public health; or, as one participant 
put it, “Wade through the enveloping morass of 
gerontological problems.” 
In the three years of operation, a seminar in 
gerontology has been developed; three conferences 
on geriatrics and gerontology have been held; a 
course of field study related to problems of chronic 
disease and gerontology has been instituted; and 
at numerous points, contributions have been made 
to the teaching of gerontology in other curricula 
in the school. The focus in the seminar work has 
moved from a broad survey of problems raised 
by an aging population to a study more sharply 
centered on the responsibility of public health work- 
ers in an aging society. 

This primary work in gerontology has had an 
effect on the teaching of chronic disease, which now 
combines a study of control of specific chronic 
disease—cancer, heart, diabetes, and so forth— 
with a broader analysis of the total needs of aging 
and aged people. Control is seen to be more than 
mass diagnosis and mass treatment; social and 
economic factors have great importance. How to 
mold and change the attitudes of individuals about 
sickness and disease and how to persuade them to 
take necessary specific action is seen as a critical 
phase of control. 

Whether or not a precise description of the re- 
sponsibility of the health officer, public health nurse, 
health educator, and others is possible, participants 
on the health team need to know more about old 
people, their capacities and their needs, and the best 
techniques for utilizing these capacities and meeting 
these needs. An important part of the instruction 
is to give the students as much information as we 
have (or as they can absorb) about the aging proc- 
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ess and the capacities of older people. It is es- 
pecially necessary that they be aware of the wide 
physiologic and psychologic differences among older 
people. Because people age with respect to different 
functions at varying rates, students must see the 
necessity for classifying people in terms of health, 
not by chronologic divisions but by total function 
within the environments that they may reasonably 
be expected to enter. 

Much emphasis is laid on the importance of co- 
ordinated group approaches to the problems of 
medical care. Effective home care by the private 
physician requires community-supported nursing, 
nutritional, homemaker, and medical social work 
services to make this possible. Students are en- 
couraged to examine these relationships and to find 
how best to link public and private activities. Pres- 
ent developments through agencies of government 
and voluntary organizations are examined and 
evaluated, not as an academic exercise but with the 
intention of supplying a useful background for 
planning and action. 

The teaching approach has been interdisciplin- 
ary; the services of social scientists (anthropolo- 
gists, economists, social psychologists, political sci- 
entists) have been joined to those of public health 
specialists and physicians in planning and present- 
ing the curriculum. This has accorded with the ap- 
proach of the Harvard School of Public Health to 
problems of public health practice in cultural and 
social as well as medical terms, All students, wheth- 
er specializing in gerontology or not, are acquainted 
with the ecologic determinants of social action and 
interpersonal relations. This is a necessary founda- 
tion for dealing with the issues of program organi- 
zation and planning that are central in the student’s 
work. Full recognition was given this year to the 
scope of this approach, when the name of the 
teaching unit was changed from “Geriatrics” to 
“Gerontology.” 


Professional and Community Responsibility 


Improvement of the health of the older members 
of the community is a job that requires the active 
participation of all professional workers in the 
health field. No one alone, whether in public health 
or in private medicine, can hope to work the neces- 
sary changes. Nor can the health team by itself do 
the job. Not all problems of health have their roots 
in diagnosable physiologic or mental conditions. 
Changing the community’s social practice and at- 
titudes requires participation by members of the 
whole community. 

The possibility must also be recognized that 
leadership may not come only from the health team 
but may be supplied from other sources, Experience 
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thus far suggests that there may be wide differ- 
ences in patterns of organization and leadership 
from community to community, depending on how 
the community views its health services and what 
confidence it has in them, and on the extent to 
which problems forced by the aging population 
have been studied and handled by other sectors 
of the community: industry, schools, voluntary so- 
cial agencies, churches, civic organizations, and 
government. Securing a successful reorientation is 
everybody’s task, and in the body of health profes- 
sionals it is a responsibility of the private physician 
no less than of the public health officer. 
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WING TO THE LENGTHENING of the average 
life span, the number of aged and aging 
persons in our population presents a prob- 
lem which is of great concern to the individual, 
the community, and our society at large. Hereto- 
fore, the term “old age” has carried the implication 
of decadence and regression; whereas today, it 
should be viewed simply as part of the routine course 
of life since medical progress has eliminated many 
conditions which previously represented a death 
sentence. Our efforts should be directed not only 
toward the prolongation of life, but also toward the 
extension of vigor, enthusiasm, and usefulness. It 
is important to consider not only the physiologic 
and pathologic aspects of old age but also to ex- 
amine our attitude toward the aged person in our 
cultural setting. 

In American society until recently, the over- 
whelming orientation has been toward youth. The 
aged were viewed as essentially incapable of taking 
care of themselves or of making a significant con- 
tribution to society. The parent cultures of Europe 
were more positively oriented toward the aged in- 
dividual and in some groups, such as in traditional 
China, one sees a deification of age whch we have 
been inclined to display toward youth. The Ameri- 
can attitude is easily understood when one consid- 
ers that until very recently we were a nation with 
little or no tradition, placing a high premium on 
flexibility, adaptability, and physical strength rath- 
er than on experience and training. In such a setting, 
the older person is at a distinct disadvantage and 
is unable to compete effectively. Owing to the short 
life expectancy at that earlier time, there were 
relatively few aged people alive, and those could 
be cared for readily by the strong family unit liv- 
ing together, and they did not present a social 


Dr. Brunner-Orne is Medical Director, 
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pital, Boston, Massachusetts. 


392 


Emotional Aspects of the Aged and the Aging 


Martha Brunner-Orne, M.D. 


problem. In this setting, the older person could be 
maintained in a passive dependent status making 
very limited contributions, yet feeling he was serv- 
ing some useful function. 

In many respects, there is today a cultural lag 
between the attitudes toward the aged which persist 
from our early pioneering days and the present day 
state of society. Today we live in a technologic age 
where there is a premium on know-how and experi- 
ence. The training period required for the various 
professions and occupations has greatly lengthened, 
thus making it extremely wasteful to eliminate older 
workers who have spent many relatively unproduc- 
tive years acquiring the skills they now possess. 
Most significantly, medical advances, coupled with 
improvement of living and working conditions, have 
so increased the average life span that society can 
ill afford either to ignore the problem or to maintain 
the aged individual as a passively dependent per- 
son. The discrepancy between the social needs of 
the aging individual and the cultural attitudes still 
persisting from former years is one of the major 
factors which must be dealt with in geriatrics and 
gerontology. 

In our culture, the older person is increasingly 
ignored, neglected, and even discarded. These fac- 
tors encourage the development of symptoms char- 
acteristic of psychopathologic senescence. The pres- 
ent offers no challenge; there is a decrease in the 
feeling of usefulness, reduced self-esteem, progres- 
sive loss of self-confidence, and a profound sense of 
loneliness. As compensatory measures for the dis- 
illusioning external environment, the older person 
redirects his interest and attention away from real- 
ity and relives experiences from his own past. Old 
pleasures are revitalized, he lives in the past. At 
the same time, other complications occur. The re- 
cathected old memories may bring back repressed 
and infantile misconcepts and associated mixed ef- 
fects which interfere with the attention and attitude 
which the external reality constantly demands from 
the individual. 

Memory impairment, to some extent physiologic 
after 40, is increased by the hyperacute interest in 
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old memories and by the lack of motivation for re- 
remembering current events. When reality is less 
gratifying, defenses and inhibitions break down and 
traits of suspicion, jealousy, self-centeredness, and 
hostility manifest themselves. This results in a group 
of personality characteristics associated with and 
found in the aged, but which are not intrinsically 
caused by aging. 

It would be valuable to consider the response of 
older people to a different cultural attitude. Senil- 
ity, aggressive passivity, and regression are often 
means of withdrawal and escape, defense reactions 
against an environment of overt and implicit re- 
jection occasionally disguised in attitudes of pro- 
tection and over-protection. 

Monroe ' has tried to provide for aged people an 
atmosphere of acceptance and meaningfulness. He 
was successful in extending the employment span 
and in rehabilitating older people. It has also been 
very useful for employers and industry in general 
to realize the value of the aged as a working power. 
Exper‘ence and motivation can meet the challenge 
of the speed and vigor of youth.* Recent studies in 
Minnesota with the use of miniature work situa- 
tions presenting replicas of industrial tasks in or- 
der to determine objectively the functional efficiency 
of aging people have been carried out. Bowman re- 
ports a significant study by Owens. * Intelligence 
tests taken of 107 men on entering college in 1919 
were repeated 30 years later with the same sub- 
jects. This revealed hardly any deterioration, with 
considerable improvement in score on the practical 
judgment and information subtests. There was a 
significant increase in the total score with no signi- 
ficant decrease in score on any subtest. 


It seems to be of great importance to alter the 
individual’s self-perception concept. We have ob- 
served that this is possible and, in fact, it is part 
of our psychotherapeutic effort. This can be ac- 
complished in group work“ also.** Principles of 
emotional and mental hygiene can be discussed, the 
cultural aspects pointed out, as well as the fact 
that regression and deterioration can be counter- 
acted when people learn to become aware of their 
own needs and potentials. A certain amount of iso- 
lation has to be met as a normal occurrence in al- 


*The Age Center in Boston, Mass., is accumulating 
data concerning the various social and economic prob- 
lems facing old age around the age of 65. 


**Group lectures and discussions given at the 
Women’s Educational and Industrial Union in Boston 


in 1955 proved extremely successful. 
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most every individual’s life as years go by. Hus- 
band and friends die, children grow up, retire- 
ment comes, and it is important to know how to 
meet these situations and provide substitutes. 
Through counseling and psychologic tests, aptitudes 
can be detected and encouraged for which pre- 
viously there was neither time nor opportunity. 
Psychoanalytic concepts can be discussed at the 
patient’s level of comprehension. We try to help 
people make use of these theories not only on a 
conceptual, but also on an operational level and 
make them aware of the threefold approach. We 
guide them to consider the physical, emotional, and 
environmental aspects of life, and to adapt their 
plans accordingly. 


The physical aspect of gerontology is probably 
given consideration in other articles in this volume, 
but we should like to point out that some of the 
advocated medications are perhaps overbuilt by ad- 
vertising. However, well-planned medication might 
be helpful in the management of the agitation and 
restlessness of aged people. The modern so-called 
tranquilizing drugs, when used alone, or in com- 
bination with stimulating medications such as 
methyl, phenidyl acetate, amphetamin, and similar 
preparations, can produce excellent results. Here 
again it is important to realize that initially we 
need larger amounts which should then be reduced 
to relatively low maintenance doses. It should also 
be emphasized that barbiturates have been given 
much too freely to older people. We have discarded 
all barbiturates in the treatment of our senile peo- 
ple at Westwood Lodge and have found that soon 
after barbiturates are omitted, remarkable improve- 
ment of vitality, mental performance, and behavior 
take place. 

Of course, it has to be admitted that the rehabili- 
tation and re-education of the aged person is facili- 
tated when he is removed from the environment 
which rejects him. An institutional setting with 
experienced personnel, kind but firm, who have 
been indoctrinated with an optimistic attitude, can 
influence the patient’s rehabilitation to an unex- | 
pected degree. It is our policy to expect a certain- 
amount of co-operation and discipline from the aged 
patient which is generally a challenge he accepts. 
When he is treated with respect and is expected to 
live up to a certain standard, and is, at the same 
time, freed from depressing medication, improve- 
ment can be observed in a very short time. Aged 
patients who were sent to Westwood Lodge 
mostly because it was impossible to handle them at 
home have been restored to such an extent that they 
could return to their environment and maintain this 
improved level for several years. Sometimes it has 
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proved valuable to have them return to the hospital 
for a short stay at intervals, in order to reinforce 
the beneficial effect of the treatment program, 
As far as various types of senile psychoses are 
concerned, our attitude is also more optimistic. As 
Rothschild‘ points out, there is no definite cor- 
relation between behavioristic changes in life and 
findings at autopsy. It will require much precise 
observation of old people during life and minute 
studies of their brains postmortem to construct 
sound and reliable data. It has been found that cer- 
tain senile psychoses, for example, those of the 
depressed and agitated type, respond very well to 
electroshock therapy which can be applied easily 
when given with pentothal® sodium and muscle 
relaxant drugs. In fact, the danger is greater if 
they are not treated and are allowed to slide farther 
down into deterioration and depression, The arterio- 
sclerotic psychosis of the senile shows great varia- 
tions, has also been found to respond well to electro- 
shock, and can be treated with safety. Arte- 
riosclerotic brain diseases with recurrent hemorrhage 
have been treated by enthusiastic proponents of 
electroshock therapy arid good results are reported; 
however, we do not subscribe to this overly active 
approach in such cases. There is no treatment 


or medication available for such degenerative 
brain changes as are encountered in Alzheimer’s 
or Pick’s disease. 


In conclusion, we wish to emphasize the immense 
significance the problems of the aged and the aging 
present for the total culture. In the past, pessimism 
has been the prevailing attitude on the part of the 
patient, the doctor, and society. On the whole, how- 
ever, it has been found that much can be accom- 
plished and gained in restoring, revitalizing, and 
sustaining the emotional and physical condition of 
the aged person. 


In our approach to the emotional problems of 
the aged, the most important feature is optimism. 
The physician must relinquish the common attitude 
of hopelessness and despair and must be able to 
induce a positive attitude in the patient and his 
environment. When the patient regains hope, when 
he becomes convinced that he and his surroundings 
can and will improve, objective improvement of 
his condition will soon follow. 


It is a most reward‘ng experience to observe how, 
under special treatment, a social derelict becomes 
rehabilitated and starts to function again as a 
useful member of the community. 
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Tuberculosis, the Changing Picture 


Marian W. Perry, M.D. 


HE FAIRLY STEADY DECLINE in the tubercu- 

losis death rate has lulled the public, as well 

as the medical profession, into a state of 
complacency concerning the seriousness of the 
greatest killer of all infectious diseases. Following 
the introduction of chemotherapy in the treatment 
of tuberculosis, an even sharper decline in deaths 
than for previous years occurred. The decline in 
death rate has been much slower in the older age 
group than in children or infants, and slower among 
men than women. In 1954, the United States Pub- 
lic Health Service Reports listed the mortality rate 
for the United States as 10 per 100,000 population, 
based on a total of 16,069 deaths for the year. This 
low mortality rate again gave the public, the medi- 
cal and public health professions, and tuberculosis 
workers in general, a false sense of security. 

Attention should be directed, however, to the 
failure of a corresponding decline in the number of 
new cases reported annually (See Chart I). With 
new cases continuing to occur at a relatively high 
rate, and by keeping patients alive but not always 
well on improved treatment, the number of persons 
living with tuberculosis will increase. They, in turn, 
will be a potential source of infection for others 
and will present a constantly growing problem in 
tuberculosis control. 
The popular misconception that tuberculosis is 

a disease of young people is shown in Chart II to 
be obviously erroneous. Resistance to having a chest 
roentgenogram taken is commonly met in a tuber- 
culosis survey program in the older age group, par- 
ticularly among men, who need it most. A high per- 
centage of tuberculosis cases in the older age group 
are first reported and presumably diagnosed a: 
the time of death or shortly before death. This is 
a shocking situation and reflects: (1) lack of 
awareness of the prevalence of this disease in the 
older age group both by the public and by the 
medical profession; and (2) inadequacy of tuber- 
culosis control measures. 


Dr. Perry is Assistant Director, Division 
of Tuberculosis, Massachusetts Department 
of Public Health, Boston. 
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Tuberculosis, which has become an important 
disease of older age groups of both sexes, has an 
incidence approximately twice as high in older men 
as in women, This higher incidence is also equally 
obvious if one looks at the patients occupying sana- 
toria beds today. Beds formerly occupied by young 
women are now used by older men. Since many of 
these men adjust poorly to long periods of treat- 
ment for tuberculosis, whether in an institution or 
at home, not only are the problems of sanatorium 
care changing, but also the problems in home care 
and treatment are becoming progressively more 
disturbing and complex. This older age group also 
has a higher rate of advanced disease when reported 
than is found in the younger age group. This fact 
and, in addition to it, the high incidence of disease 
in the older person increases the chance that they 
are becoming more and more the source of infec- 
tion for younger age groups. As the family and so- 
cial contacts multiply with age, the opportunties for 
contact with communicable tuberculosis increase. 
While all of the factors responsible for more tuber- 
culosis occurring among males are not known, one 
possibly may be their greater opportunity for con- 
tacts with other persons outside the home. It is 
possible, too, that the debilitating diseases of the 
elderly cause reactivation of inactive disease from 
infection acquired years earlier in life, and thus is 
seen an increasing incidence with age. 


Control measures for tuberculosis obviously 
must be continued for all ages, but because of the 
prevalence of this disease in the older person and 
in men, emphasis on certain programs is particularly 
important, For example, since there is a steady 


growth in general hospital admissions of the older. ° 


age group, the use of admission chest x-rays is 
increasingly important. 

In routine mass chest x-ray surveys, more stress 
should be placed on getting the older person in to 
have a roentgenogram, through provision of trans- 
portation, strategic timing, special publicity. It has 
also been suggested in these programs that the 


age of examinees be raised from 15 years of age’ 


and over, as at present, to 18 years and over, par- 
ticularly in view of the decline of tuberculosis in 
this age group. 
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CHART I 


AGE-SPECIFIC RATES FOR NEWLY REPORTED 
ACTIVE* TUBERCULOSIS CASES AND TUBERCULOSIS DEATHS 
UNITED STATES, 1953 
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Surprisingly enough, the presence of tuberculosis 
in an older person may be first discovered through 
a school program of T.b. detection. Today these 
programs consist of first tuberculin testing the en- 
tire school population, then doing a chest roent- 
genogram on only the positive reactors to the test. 
This method of approach is replacing the mass 
chest x-ray program in schools since at the present 
time only 2 to 4 percent of children in grades one 
through 12 show positive reactions as compared 
with 30 percent 20 years ago. Follow-up on the 
contacts of positive reactors has been found to lead 
eventually to an older age group. The source of 
infection of the student usually is found to be 


among his close associates in an older age group, 
the father, mother, grandparent or other older 
close relative or family friend. 

In summary, tuberculosis has become chiefly a 
disease of older age groups, and furthermore more 
than twice as common among men as among women 
in these groups. Differentiation of tuberculos‘s 
from other respiratory conditions (which are also 
more common in the aging populat’on) is an im- 
portant challenge. The tuberculin test becomes a 
more valuable diagnostic test with the decline in 
infection among children. Follow-up on the contacts 
of students with positive tuberculin test may lead 
to the source of infection in an older person. 


Some Medical Problems of the Aged 


Augusta Foster Law, M.D., M.P.H. 


HE PURPOSE OF THIS PAPER is to present 

briefly a few problems that are typical in 

the medical care of aged persons, and to 
illustrate them by a summary of a case history of 
an elderly woman who has recently presented her- 
self at the office of two general practitioners locat- 
ed in a small town, This particular patient is chosen 
because, although she is not necessarily typical of 
all older women, she is representative of many. Her 
multiplicity of complaints are those which compli- 
cate the lives of older people and constitute a ma- 
jor item for the physician who has many geriatric 
patients in his practice. 

The patient is a Mrs. B., an 88 year old widowed 
female who first comes in with a request for pills 
for “acid indigestion,” and many complaints about 
her health in general, or her lack of it. She is tiny, 
appears frail, and is stone deaf, but clean and neat. 
In addition, arthritis has crippled her body to the 
shape of a question mark. 

The work-up is begun and as much as possible 
is done in one interview. Before she leaves, we make 
sure that she gets her pills for “acid indigestion.” 
This latter is essential because if she is to remain 
a patient, she must first get what she thinks she 
needs from the doctor. 


Dr. Law is Medical Consultant, Gerontol- 
ogy Unit, Harvard School of Public Health, 


Boston. 


1956 


On subsequent visits, covering a period of months, 
a satisfactory medical evaluation is finally obtained. 
It includes a history, physical examination, many 
urinalyses, and blood studies. Every item is ob- 
tained with difficulty because of the deafness, the 
mild confusion, and the fact that she invariably 
appears in the middle of a tight schedule unan- 
nounced and demanding to be seen at once. 

During the period of history taking, her chief 
complaints cover many organs and systems, but 
fortunately are usually mild and vague. System re- 
view reveals occasional headaches; poor vision; 
marked loss of hearing; several sore throats per 
year with coughing and chest d'‘scomfort; indiges- 
tion of varying types with gas, heartburn, loss of 
appetite, and so forth, recurring with moderate 
frequency; diarrhea at various times; continuous 
bladder complaints of frequency, burning, urgency, 
and mild incontinence; and severe pains on and 
off in almost every joint in the body. 

Past history is unreliable, but she describes a 
“growth” protruding from the vagina that has 
increased gradually in size over a period of ap- 
proximately twenty years. She claims that other 
doctors have in the past recommended that it be 
“burned off.” She has never had children, and ‘her 
husband died many years ago. Family history is 
unknown and Mrs. B. knows of no living relatives. . 

Her diet is apparently very irregular. She. pre- 
fers store pies to all else, and these she eats when 
she is hungry. Occasionally she cooks some meat 
and vegetables for herself. 
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Positive findings on physical examination include: 
minimal cataracts in both eyes; edentula with up- 
per and lower prostheses; a smooth tongue; a pre- 
cordial systolic murmur, grade II, with maximum 
intensity at the third left interspace, blood pres- 
sures around 168/82; moderate emphysema; com- 
plete prolapse of the uterus with the vagina entirely 
exteriorized; and severe arthritic changes in most 
joints, especially the spine, with marked kyphosis 
and a moderate scoliosis. Despite this multiplicity 
of disease, Mrs. B. still considers herself capable 
of independent living. Urinalyses are essentially 
negative, and the hemoglobin has remained near 
80 percent. 

During the time Mrs. B. has been a patient, her 
condition has remained generally unchanged except 
for occasional falls that each time lead to a tem- 
porary crisis in her life. Her arthritic pains are 
variably relieved by several aspirin compounds so 
that codeine must occasionally be added. Her di- 
gestive complaints have yielded to various antacids, 
and her bladder complaints have been temporarily 
improved, but not eliminated, by the use of mild 
urinary antiseptics. 

Three major medical problems remain unsolved. 
When insertion of a pessary was suggested and 
about to be carried out, she refused even to consider 
it and immediately, but temporarily, made another 


round of visits to all the local physicians hoping 
that one would see fit to “burn the thing off.” Sur- 
gical repair is not considered practical in view of 
her advanced age. 


The other two medical problems are inherent in 
her mode of living. Her nutritional status is im- 
proved with a vitamin and mineral preparation, 
but as long as she has to prepare her own meals, 
including buying ingredients and cooking over a 
kerosene stove, her diet will depend largely on the 
nutritional elements in the pies and in the other 


goodies supplied by kindly neighbors. 


So far, her acute conditions have all cons’sted 
of falls and burns incurred during her daily routine, 
which is unsupervised. She depends on Old Age 
Assistance for income and lives in an apartment 
in a private home where the owner is frequently 
absent. As she has more periods of confusion and 
as they become more lasting, it will be increasingly 
hazardous for her to tend the stove and to take 
an occasional walk to the store. 


- The obvious and ideal answer to Mrs. B.’s prob- 
lems, namely a nursing home or a room with super- 
vision, is at present totally unacceptable to the pa- 
tient. She is still fiercely independent, and what 
would become of her room full of plants? And 
her cats? 


SUMMARY 


A case history of an aged person representative 
and typical of those seen in general practice has 
been presented. The experiences with these people 
lead the physician to conclude that medical care is 
but one important aspect in maintaining total 
health and well-being in older people. Medical 
problems, their signs and symptoms, their pathol- 
ogy, and their treatment differ little with age ad- 
vancement, but the effect of the disease on the 
aged person is immeasurably greater than to a 
younger person since it comes at a time of life when 


mental, physical, spiritual, and material resources 
are at a minimum. It is true that we as physicians 
must furnish the best in medical care, but we must 
realize that most medical problems of the aged are 
not related to any serious illness such as cancer or 
heart disease, but are the result of the common 
aches and pains of a day-to-day existence. Of even 
greater significance is the fact that we, as physicians, 
must go beyond the provision of medical services 
and consider the social and economic facets of the 
older patient’s life. 
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Use of Estrogens in Women 


After the Menopause 


CLINICAL NOTE 


Patricia H. Benedict, M.D. 


HE IMPORT OF THIS PAPER is the problem 

of vaginal bleeding occurring in women 

of advancing years who, for various rea- 
sons, receive estrogen therapy. In the aging proc- 
ess, there is atrophy of many tissues of the body. 
There are changes in the skin; it loses its elas- 
ticity and becomes thin and wrinkled; the hair 
thins and falls out; the bones become fragile 
(osteoporosis) , and fractures ensue. Most of these 
changes manifest themselves in one form or an- 
other and are readily discernible. Not so evident is 
the atrophy occurring in the generative tract after 
the ovaries cease to function. When it was shown 
that replacement therapy with estrogen exerted a 
beneficial effect on a certain rather special type of 
osteoporosis which occurs in women past the meno- 
pause,” this hormone was used extensively. This 
report illustrates several patterns of bleeding en- 
countered when an endometrium, inactive for many 
years, is suddenly stimulated. 

The present plan of treatment, summarized else- 
where,’ includes, in addition to estrogen, the use 
of androgen (for at least a short time) inasmuch 
as the favorable metabolic balances noted in the 
original studies’ were found to be enhanced by 
this hormone.‘ It is believed by some that it has a 
local hemostatic effect on the endometrium. But 
that it fails to have this effect in every patient is 
shown in two of the cases reported here. At the 
present time, there is no estrogen preparation avail- 
able which exerts a favorable influence on meta- 
bolic balances and yet is devoid of a stimulating 


Dr. Benedict is Assistant in Medicine, 
Massachusetts General Hospital; and In- 
structor in Medicine, Harvard Medical 
School, Boston. 
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effect on the endometrium. If we wish to achieve 
the former, we shall have to accept the latter. 

There are various types of bleeding which may 
occur in the course of hormonal treatment: (1) 
bleeding after a course of estrogen therapy of 
moderate duration; (2) bleeding after a very 
short period of estrogen therapy; and (3) bleeding 
after the first course of combined estrocen and 
androgen therapy, without resumption of bleeding 
after subsequent courses of similar therapy. The 
incidence of these patterns has not been evaluated. 
We are not concerned here with the occasional pa- 
tient in whom there is no bleeding when estrogens 
are withdrawn, even though regular “periods” had 
been induced previously, The following case re- 
ports were chosen as being illustrative of the afore- 
mentioned types. 


Case Reports 


Case 1.* W. R. (34539) was a 67 year old married 
female, whose last menstrual period occurred at age 
54. Two years later, she passed gravel in the urine. 
She had had three children, and had a moderate pro- 
lapse of the uterus, At 63 years of age, she developed 
back pain, at which time roentgenographic examina- 
tion revealed severe osteoporosis limited to the pelvis 
and to the thoracic and lumbar vertebrae, with ‘“‘fish- 
bone” deformity and pathologic fractures of Ts and , 
T,. The blood chemistry was normal. A diagnosis of 
postmenopausal osteoporosis was made. Figure 1 shows 
the plan of treatment which, in detail, was as follows: 
Progynon B® (estradiol benzoate), 1.66 mg., was 
given intramuscularly every three days—14 injections 
being given over a period of 38 days. She had no 
bleeding when therapy was discontinued. Two weeks 
later, a second similar course was begun and contin- 
ued for 36 days. Beginning eight days later, she expe- 
rienced moderate vaginal bleeding for three days and 


*Progynon B® (estradiol benzoate, U.S.P.)’ was 
kindly supplied by the Schering Corporation for use 
in Case 1. This case is presented with permission of 
Dr. Fuller Albright, in association with whom the 
author saw the patient, 
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Fig. 1 Plan of treatment in case of Mrs, W.R. Th: calendar months are indicated, figures on chart des- 
ignate days of month, Vaginal bleeding is indicated by enclosed diagonal lines, 


only slight bleeding on the fourth day. A third course 
of estradiol benzoate was begun and continued for 49 
days, for a total of 15 injections. Six days after the 
last injection, there was slight staining for three days. 
Four days after this ceased, a single injection was 
given. Two days later, she experienced pelvic pain 
which persisted for ten days, at which time she en- 
tered the hospital, On admission, she stated that the 
prolapse had disappeared, On pelvic examination, a 
mass about the size of a grapefruit was felt; the uterus 
was apparently markedly enlarged. The evening of 
admission, she passed some clots, but on examination 
the following day, the uterus still seemed to be full of 
soft blood clot. This was passed subsequently. There 
was complete cessation of bleeding, and the patient 
was discharged. 


Case 2. M. O. (740608) was a 55 year old married 
female whose menses ceased at age 50. Three days 
prior to admission, she had experienced back pain after 
lifting a heavy spool in a factory, Roentgenograms 
showed compression fractures of and Ti, and 
severe compression at L:, where the body of the ver- 
tebra was reduced to almost one-half its height. The 
uterus was small; its outlines were not easily defined. 
The blood chemistry was normal. Examination of 
a vaginal smear showed no cancer cells. A diagnosis 
of postmenopausal osteporosis wa; made. The details 
of her treatment and course in the hospital were as 
follows: 


June 8, 9:00 p.m., stitbesirol, one mg., p.o.: June 
9, 10:00 a.m., stilbestrol, one mg. p.o., plus methyltes- 
tosterone, 10 mg., sublingually; 10:45 p.m., abdominal 
cramps; June 10, 7:00 a.m., large clots pazsed, with 
severe cramps; 10:00 a.m., stilbestrol, one mg., p.o.: 
2:00 p.m., more large clots passed; and June 11, 
8:00 a.m., dilatation and curettage (uterus found to 
be twice its normal size). Pathologic report: Atrophic 
endometrium. 


Case 3. M. H, (868336) was a 78 year old married 
female who had her menopause at 50 years of age. 
She had had two children, and she had a moderate 
cystocele. She gave a history of lower lumbar back 
pain of many years’ duration. One year prior to ad- 
mission, on opening a refrigerator door, she suffered 
severe pain in the lower thoracic spine. Roentgeno- 
graphic examination showed marked decalcification 
of the thoracic and lumbar spine, with compression 
and deformity of T, and Li and L:. The blood chem- 
istry was normal. A diagnosis of postmenopausal os- 
teoporosis was made. Figure 2 shows the plan of treat- 
ment; in detail, it was as follows: Stilbestrol, one mg., 
was to be given orally every day for five weeks and 
then omitted for one week, and methyltestosterone, 
5 mg., was to be given sublingually daily for the en- 
tire six week period, without interruption, After the 
first course of stilbestrol, a moderate amount of 
vaginal bleeding occurred. It is of note that this be- 
gan the day after the last dose and continued for 
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Fig. 2 Plan of treatment in case of Mrs. M.H. Calendar months are indicated, figures on chart designate 
days of month, Vaginal bleeding indicated by enclosed diagonal lines. 


seven days. The stilbestrol was resumed, according to 
plan, and the flowing stopped almost immediately. 
The second course of stilbestrol continued for five 
weeks and, as before, methyltestosterone was given 
without interruption. When the stilbestrol was with- 
drawn, there was no vaginal bleeding; the patient has 
had none since. She has had many courses of stilbestrol 
given in like manner and the only vaginal bleeding 
experienced was that after the first course. 


Discussion 


In Case 1, it took three months for the endome- 
trium to proliferate sufficiently to give vaginal 
bleeding when estrogen was withdrawn. This case 
also shows that, after five months, such therapy can 
initiate a rather marked response in an endome- 
trium which has been completely atrophic for 13 
years, if we gauge such response by the extent of 
the vaginal bleeding which, in this patient, was 
rather alarming. 

In Case 2, the endometrium, which had been in- 
active for but five years, responded in rather dra- 
matic fashion to only two doses of stilbestrol, each 
of one mg. The patient received 10 mg. of methyl- 
testosterone at the same time. Because the order 
had not yet been cancelled, a third dose of stilbes- 
trol was given; this did not seem to have any 
effect on the bleeding. Dr. Fuller Albright, who 
saw the patient, wrote: “Believe vaginal bleeding 
was due to beginning hyperemia asa result of estrin 
therapy in an atrophied endometrium.” 
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Case 3 shows that despite a long period, 28 years, 
during which the endometrium was inactive, an 
endometrial response was obtained after a rather 
short course of therapy. The reason for the ab- 
sence of bleeding after any of the subsequent 
courses of estrin therapy is not apparent; this phe- 
nomenon is yet to be explained. 


A final word may be said regarding bleeding 
after the menopause. Such bleeding should always 
be cause for alarm and, even when it occurs as a 
side-effect of therapy directed to the treatment of 
the aging skeletal system, it should not be viewed 
casually. It is imperative that cytologic examina- 
tion of vaginal smears be made before such a pro- 
gram involving the use of estrogen therapy is insti- 
tuted. This should be repeated every six months, 
even though the patient has withdrawal bleeding 
“according to plan.” Should the patient have bleed- 
ing at any other time or continue to bleed after 
the repeat course of estrogen is begun, vaginal 
smears should be obtained at once. If there is com- 
plete co-operation between the physician and the 
patient, and if the program is followed carefully, 
there is no contraindication to the use of estro- 
gens in those women who, after the menopause, re- 
quire such treatment, Constant vigilance should be 
the watchword in caring for these patients because 
the response of the endometrium to estrogen is 
completely unpredictable. 
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SUMMARY 


The individual endometrial response to estrogen 
after the menopause varies; it is not always de- 
pendent on the duration of therapy. The atrophied 
endometrium would seem to be especially sensitive 
to estrogen stimulation. 

Androgen, in the form of methyltestosterone, 
in the dosage given, and for the length of time 
administered, does not inhibit the response of the 


endometrium to estrogen when the two hormones 
are given together. 

It is of utmost importance that vaginal smears 
be taken before and during treatment. 

The pattern of endometrial response to estro- 
gen cannot be predicted; therefore, it is essential 
that there be co-operation between the physician 
and the patient. 
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~ The Pearl Geriatric Unit 


Victoria M. Cass, M.D. 


OT MORE THAN TWENTY-FIVE YEARS AGO, 
there existed among health workers the 
popular concept that if disease could be 

either prevented or better controlled, a healthier 

nation requiring fewer health services would b= 
developed. 

Concomitant with advances in preventive, diag- 
nostic, therapeutic, and rehabilitative medicine, a 
healthier status of the people has been realized. 
Paradoxically, there has occurred, however, not the 
expected decrease, but rather, an increase in the 
volume of health services provided. Numerous fac- 
tors of both demographic and socio-economic ori- 
gin have contributed to this phenomenal and para- 
doxical growth. Not unimportant among them has 
been the expansion of the aging sector of our popu- 
lation. Although our population has doubled since 
1900, the number of persons of age 65 years or over 
has quadrupled in this period. It is estimated that 
20 percent of our hospital beds, in all categories, are 
now occupied by the group of patients of age 65 
years or more; yet this same group comprise less 
than 9 percent of our population. 


Dr. Cass is Associate Director, Peter Bent 
Brigham Hospital, Boston. 


These are urgent and compelling facts which 
the voluntary hospital must accept realistically if 
it is to continue to provide well-organized and ef.- 
fective programs to meet the ever-changing com- 
munity needs, 


The following recounts how one voluntary gen- 
eral hospital, with extensive research and educa- 
tional programs, conducts a geriatric program. 


The novel origin of the pzogram is of interest. 
About a year ago, several university teaching hos- 
pitals of Boston, Massachusetts, were invited to 
submit proposals outlining a program “designed to 
provide better care and make life more meaningful 
for the aging.” An unbiased committee of three 
individuals considered the proposals which required 
both originality and collaboration of gerontologists 
and hospital administrators. The contest was a lively 
one. The result was the award to the Peter Bent 
Brigham Hospital of one-half million dollars, the 
income from which was to be used to provide fa- 
cilities for and to support the proposed program. 
These funds had been made available under the 
terms of the will of Amelia Pearl, a Massachusetts 
resident, and had been held, prior to the award, in 
the trusteeship of a Boston banking firm. 


In presenting the award, it was termed “highly 
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appropriate that this Pearl Memorial Unit should 
be established at Peter Bent Brigham Hospital, 
which already maintains a prominent position in the 
field of geriatrics, through the work of Dr. Robert 
T. Monroe, internationally known specialist on 
problems of the aged, and head of the present 
Geriatric Clinic at the Hospital and of the Harvard 
Medical School’s Unit for Study of Aging. The 
Pearl Memorial Funds will, therefore, provide a 
means for wide expansion of a program and phi- 
losophy already started on a modest scale.” 

The program as submitted by Dr. Norbert A. 
Wilhelm, director of the Peter Bent Brigham Hos- 
pital, outlined the social, economic, and medical 
difficulties arising from the steadily mounting num- 
‘ber of aging people in the community. The pro- 
posal projected a unique plan for the management 
of the aged by establishing a program of preventive, 
therapeutic, and rehabilitative medicine. Special 
training for students and young physicians and 
other professional workers in medical care was 
designed to instruct them in the socio-economic .as 
well as clinical problems of geriatric patients, 

By establishing the new geriatric unit as the 
dominant force in the management of all patients 
over 60 years of age, the random referral of ol4- 
sters has been eliminated. The general medical 
situation of each patient 60 years of age or more 
is reviewed in order to evaluate the physiologic 
norm. Data are accumulated relative to disease in- 
cidence, and the variations in disease manifestations 
in an aging people. Studies are also being made on 
the interaction of disease and physical disabilities 
of this group with general living conditions. 


Monroe* has stated: “Old people are frightened 
people. They are afraid of their diseases and disabil- 
ities, alarmed by their waning resources, uncertain 


- of their capacity to cope with a world that is chang- 


ing too fast for them, afraid of an unbefriended, 
useless future, but not as afraid of death as they 
used to be. Self-help is the aim of the Clinic. 
Nothing is thrust upon the patient. The geriatrician 
is not a dictator who knows all the answers, he is 
an educator.” 

This expresses the basic philosophy of the new 
geriatric unit: to provide, through well-organized 
programs, comprehensive care for all the hosp’tal’s 
patients over 60 years of age, Orientation of the 
programs is toward self-help and patient education. 

In providing this planned care, two essential by- 
products will be gained. The first is the education 
in the field of gerontology of young students who 
eventually will constitute a professional group 
trained to meet realistically and humanely the prob- 
lems of an aging population. 

The second is the accumulation of now unavail- 
able epidemiologic data relative to diseases, and to 
the relationship of disease and disability, in this 
special population group, to environmental factors. 

Through the activities and studies of the Pearl 
Geriatric Unit, information will become ava’ lable 
to assist general hospitals in developing programs 
of improved care for a rapidly developed and quiet- 
ly ignored aging population. 


*Monroe, R. T., Diseases in Old Age; Clinical and 
Pathological Study of 7,941 Individuals Over 61 
Years of Age, Cambridge, Mass., Harvard Univer- 
sity Press, 1951, p. 371. 


CLAIRE FRANCES RYDER, M.D. 


Guest Editor 


Dr. Ryder is the Guest Editor of this special, Branch Thirty-Nine, Boston, issue of the JourNAL. The 
authors have taken as their special topic Gerontology, the theme for the American Medical Women’s As- 


sociation for the year 1956 to 1957. We appreciate their co-operation in making this material available. 


Dr. Ryder graduated from Tufts College Medical School and from the Harvard School of Public Health. 
She has been a research assistant at the Boston City Hospital and epidemiologist and public health physician 


in the Massachusetts Department of Public Health. At present she is lecturer on gerontology, Harvard 


School of Public Health. 


She is a member of Alpha Omega Alpha, Delta Omega, and Phi Beta Kappa, and belongs to several pro- - 


fessional societies. Her writings have appeared in many medical journals. 
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History of Branch Thirty-Nine* 


RANCH TuHiRTY-Nine of the American 

Medical Women’s Association came into 

being because of the desire of a few physi- 
cians who belonged to the New England Women’s 
Medical Society to be associated with the women of 
the medical profession throughout the country. 

Notices were sent to all the former members of 
the New England Women’s Medical Society as 
well as to other women physicians for an informal 
dinner gathering in the fall of 1950. A business 
meeting was held, and Dr. Marian Perry was elect- 
ed president. It was voted at that time to apply to 
the American Medical Women’s Association to 
establish a branch for the New England area. This 
application was accepted and the group became 
Branch Thirty-Nine. 

At future meetings, several committees were ap- 
pointed and the Constitution and By-Laws of the 
Association were adopted. It was decided that the 
conduct of meetings should follow more of a social 
pattern than scientific, since many medical meetings 
were already held through the year in Boston and 
it was desirable to encourage attendance at these. 
At least three such meetings of the Branch are 
held each year. The annual business meeting is 
held at the time and place of the annual Massa- 
chusetts Medical Society Meeting for the con- 
venience of out-of-town members. At present, the 
Branch boasts 73 members and the average attend- 
ance at meetings is about thirty to forty. 

At our meetings, the custom has been to invite 
someone to speak informally about her own work, 
many times on a medical subject, but often on 
interesting fields or professions other than the medi- 
cal profession, For example, at one meeting, a hand- 
writing expert told of her experiences in court. At 
another, an expert in old silver helped us understand 


*More detailed information on this event has been 
recently published in the JouRNAL OF THE AMERICAN 
Mepicat Women’s AssociATION, February 1956, the 
first part of which was written many years ago by 
Dr. Alice Bigelow. 


more about its beauty and history. A speech analyst 
analyzed some of the members’ own defects, to 
the amusement of all present. An informal talk on 
alcoholism was given by Mrs. Elizabeth B. Whit- 
ney at Dr. Martha Brunner-Orne’s Westwood 
Lodge, followed by an informal tea and a vigorous 
session of bell-ringing. 

When Mrs, Oakes Ames spoke on orchids, she 
delighted everyone present by a gift of a specimen 
of this flower. Other meetings have been a sharing 
of travel experiences with members who have il- 
lustrated their talks with colored slides of places 
visited. We have also considered it very fortunate 
that both Dr. Esther Marting and Dr. Camille 
Mermod have spoken to us at two of our meetings. 

One project of the Branch which has been carried 
out with the assistance of the national Assoc’ation 
is the tape recording of interviews with some of our 
notable women physicians in New England. In 
addition to these recordings for posterity of some 
of our living members, a collection of historical 
documents has been started, some of which have 
been sent to the Sophia Smith collection at Smith 
College. Notable among these is the certificate, 
dated 1884, of Dr. Emma Call, the first woman 
physician to be admitted to the Massachusetts 
Medical Society, On the reverse side of this certifi- 
cate is an interesting letter from Dr. Henry Bow- 
ditch, congratulating her and telling her how he 
had worked for 32 years to have women medical 
graduates gain admittance to the Society. Photo- 
static copies of this document and letter have been 
sent to the Radcliffe College Archives and to the 
Woman’s Medical College of Pennsylvania. 

Our growing pains are now very well under con- 
trol and there is hope for a larger and more in- 
clusive membership. To this end, our Regional Di- 
rector has appointed several State Directors in other 
New England states in order to establish addi- 
tional Branches. The board of directors through 
regular meetings and through attendance at 
AMWA meetings look forward with enthusiasm 
to continued progress of Branch Thirty-Nine. 

—Marcaret Noyes M.D., Historian 
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International Relations 


THE NEW ENGLAND HOSPITAL 
INTERNATIONAL EDUCATION PROGRAM 


(Members of the American Medical Women’s 
Association as well as other readers of the JouRNAL, 
especially those in foreign countries, will be inter- 
ested in reading the following description of the 
New England Hospital Program for foreign in- 
terns and residents.) 


STABLISHED IN 1955, the International Edu- 

cation Program of the New England Hos- 

pital offers advanced medical education to 
young physicians on a world-wide basis, and rep- 
resents a new approach to the training of foreign 
interns. It is believed that international relations 
as well as the care of patients will be improved if 
extra consideration is shown to alien physicians 
serving as interns in United States hospitals. 

The program has two unusual facets: first, the 
training offered is designed to fit the particular 
needs of the foreign physician, and to resolving the 
problems of adjustment to an American hospital; 
second, although the program is open to qualified 
doctors of both sexes, it is especially intended for 
women, and offers travel grants to women physi- 
cians who would otherwise be unable to participate. 

THE TRAINING PROGRAM 

The training offered under the International 
Education Program includes the following: (A) 
one month’s orientation (June 1 to June 30); 
(B) one year’s approved rotating internship (July 
1 to June 30); and (C) supplementary educational 
opportunities during the internship. 

The preliminary month of training includes the 
following: 

1. Introduction to the various hospital services 
and personnel, 

a. Location and function of various depart- 
ments such as central supply, blood bank, emer- 
gency room, outpatient department, x-ray, labora- 
tory, pharmacy, dietary department, and social 
service department. 

b. Introduction to department heads; brief 
explanation of services provided the intern, and 
services expected from the intern. 

2. English. Two-hour classes are given each 
afternoon for one month conducted by a teacher 
of English who has had experience with foreign stu- 
dents. Idiomatic English, with emphasis on medical 
terminology, is taught. 
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3. History writing and physical examinations. 
Interns are provided with a manual of history-tak- 
ing and outline of a physical examination, They 
are also individually supervised by staff members 
until they become sufficiently skilled to warrant in- 
clusion of their histories and physical examinations 
in the patients’ permanent records. 

4. Demonstration of hospital procedures. Dem- 
onstrations and basic practical lectures concerning 
hospital procedures are conducted by members of 
the medical staff. 

a. Ward routine: (1) conduct of ward rounds 
with visiting and resident staff; (2) order writine; 
and (3) requisitions for consultations and special 
laboratory studies. 

b. Ward procedures: A procedure book is 
provided, and is reviewed during lectures. Each 
intern is also supervised in all procedures until con- 
sidered competent to proceed unaided. 

The training and experience offered durinz the 
year’s rotating internship conforms to the standards 
established by the American Medical Association 
for an approved internship. The intern rotates 
through medicine, surgery, obstetrics and gyne- 
cology, and the subdivisions thereof. 

Each service undertakes the clinical and didactic 
teaching of its specialty, Clinical teaching, done at 
the bedside, stresses diagnosis, therapy, procedures, 
the doctor-patient relationship, and medical ethics. 
Didactic teaching is conducted at clinical confer- 
ences, clinical-pathologic conferences, in the clinics 
of the outpatient department, and at formal lec- 
tures at the New England Hospital and at other 
hospitals. 

During the year’s approved internship, the fol- 
lowing additional educational advantages are of- 
fered: (1) a series of formal weekly lectures at 
the hospital; (2) attendance at current medical 
meetings in and around Boston; (3) continuing 
individual instruction in English by volunteer 
teachers, as needed; (4) guided trips to other 
hospitals and laboratories; (5) sponsored introduc- 
tion to local international agencies and the'r ac- 
tivities and to activities of local business and pro- 
fessional groups; (6) guided trips to museums and 
other places of interest; and (7) social events such 
as teas, annual hospital ball, and Christmas party, 
and invitations to American homes. 
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QUALIFICATIONS AND OTHER REQUIREMENTS 


1. Age: 28 years maximum. 

2. Medical training requirements: a degree of 
Doctor of Medicine and one year’s internship. 

3. Language requirements: Facility in reading, 
writing, speaking, and understanding English; ap- 
plicants from non-English-speaking countries must 
have obtained instruction from an individual whose 
native tongue is English. 

4. Personal qualifications: Emotional stability 
and maturity, as well as sincerity of interest in 
obtaining graduate training, will also be considered 
in weighing the qualifications of candidates. 

5. Sponsorship: Candidates must be recom- 
mended for the program and certified as to their 
English proficiency by the secretary of a national 
medical association, a physician specifically desig- 
nated by the secretary, or an officer or member of 
an organization or institution approved by the New 
England Hospital Education Committee. 

6. Time of arrival: Unless interns have obtained 
their medical education in a school conducted en- 
tirely in English, they must arrive at the hospital 
by June 1 to attend the month’s orientation course 
described before. This month is in addition to the 
year’s internship, which starts July 1. 

7. Period of training: Interns must agree to 
serve at the hospital for the entire rotating intern- 
ship of 12 months starting July 1. A limited num- 
ber of residencies are available on completion of 
the internship. 

8. Report to sponsor: Interns will be expected 
to give a written report to their sponsor evaluating 
their medical progress during their internship. 

Requests for exceptions to these requirements 
will be considered on an individual basis. 


PROCEDURE 


1. Application blanks and information concern- 
ing the International Program may be obtained 
from the secretary of any national medical associa- 
tion or by writing the New England Hospital. 

2. All candidates must be personally recom- 
mended by an approved sponsor. 

3. The sponsor must also be personally respon- 
sible for guaranteeing the applicant’s command 
of English: specifically, his or her facility in read- 
ing, writing, speaking, and understanding. This is 
extremely important, since past experience has dem- 
onstrated that half a year’s medical training can be 
wasted if foreign interns are not solidly grounded 
in English. A candidate without the required pro- 
ficiency in English at the time of application will 
be considered only if the sponsor makes himself 
personally responsible for guaranteeing that the 


candidate’s command of English will be adequat2 
before the candidate’s arrival at the hospital. 

4. The completed application and other required 
data should be forwarded to the New England 
Hospital Education Committee with the sponsor’s 
letter of recommendation. This letter should in- 
clude the sponsor’s personal guarantee of the ap- 
plicant’s command of English. 

5. Applications will be accepted at any time dur- 
ing the year. Appointments will be made October 
1 for the following July. 

Requests for exceptions to this procedure will be 
considered on an individual basis. 


FINANCIAL ARRANGEMENTS 


1. During the preliminary month’s orientation, 
interns will receive full maintenance (board, room, 
laundry, and 6 uniforms) and a stipend of $25. 

2.. Dur:ng the year’s internship, interns will re- 
ceive full maintenance and a stipend of $50 a 
month. 

TraveL Grants For Women 


- Ten travel grants will be awarded annually to wo- 
men physicians from all parts of the world. The 
amount of the grants will cover travel expenses to 
the New England Hosp‘tal from the place of resi- 
dence. Return passage is guaranteed providing the 
intern returns to her country immediately after 
training at this hospital is over. Should the ap- 
pointee elect to remain in the United States for 
further training after leaving the New England 
Hospital, she will forfeit her eligibility for a 
return grant. 

Candidates for these grants must fulfill all the 
qualifications and requirements listed under 
“Qualifications.” Awards will be made on the basis 
of personal qualifications, scholastic standing, pro- 
fessional ability, and financial need. Should the re- 
cipient of a travel grant receive an additional travel 
grant from some other source, the grant advanced 
by the New England Hospital must be refunded. 
Scholarship awards will be made by September 1 
for July of the following year, and the applicant 
will be notified at that time of the financial ar- 
rangements that have been made. 


Tue Hosprrar 


It is especially appropriate that the New Eng- 
land Hospital should assume the leadership in de- 
veloping this new International Education Pro- 
gram because of its history and chartered purposes. 

Founded in 1862 by Dr, Marie Zakrzewska, who 
had come to America from Poland seeking equality 
of opportunity for women in medicine, the hospital 


(Continued on page 409) 
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World Health Organization 


HE Wortp HEALTH ORGANIZATION’S Re- 

gional Committee for the Americas held 

its eighth session in Antigua, Guatemala. 

The Regional Committee met simultaneously as 

the Directing Council of the Pan American Sani- 
tary Organization. 

Dr. Fred L. Soper, director of the Pan American 
Sanitary Bureau and WHO's Regional Director 
for the Americas, presented his annual report for 
1955. After reviewing the rapidly expanding pro- 
grams for malaria control and eradication through- 
out the world, Dr. Soper said the Pan American 
Sanitary Bureau (WHO’s Regional Office for the 
Americas, with headquarters in Washington, D.C.) 
was now well staffed with highly trained personnel. 
It had reached a point, he added, at which member 
countries must decide whether they were prepared 
to move toward the expansion of efforts demanded 
by programs such as the complete eradication of 
malaria. 

Dr. Soper noted that the Bureau’s budge: had, 
over the past eight years, increased by an average 
of only 314 percent annually, although there had 
been a vast growth in governments’ requests for 
its services. 

At the opening ceremony in Guatemala City on 
September 16, the President of Guatemala, Carlos 
Castillo Armas, welcomed delegates from the 
American republics, Canada, and three European 
states—France, the Netherlands, and the United 
Kingdom—which, he said, had gathered “to unite 
their forces to further the health of the American 
peoples.” 

Colombia’s Minister of Public Health, Dr. 
Gabriel Velasquez Palau, replying to the Guate- 
malan President’s address of welcome, said the 
regional organization had reached a “transcendent- 
al moment in its history, passing beyond mere 
control of disease to the concept of complete 
eradication.” 


* 


The World Health Organization’s Regional 
Committee for the Americas, meeting in Antigua, 
Guatemala, adopted a budget of $2,400,000 for 
health programs to be carried out in 1957 with the 
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guidance of WHO's Regional Office in Washing- 
ton, D.C. 

The budget for next year is $200,000 higher 
than for 1956. Most of the increase will be used to 
expand projects for the control of poliomyelitis, 
diarrheal diseases, yellow fever, and the zoonoses 
(diseases common to human beings and animals). 

In submitting his budget request, Dr. Soper 
stressed the need for an all-out attack to eradicate 
certain communicable diseases. Eradication cam- 
paigns to be continued with the Bureau’s assistance 
include those against malaria, the Aédes aegypti 
mosquito, smallpox, and yaws. 

The program for 1957 includes 126 health proj- 
ects in which the PASB will collaborate with the 
health administrations of governments throughout 
the Americas. Of these, 84 are country projects and 
42 are inter-country and continent-wide programs. 

Programs for environmental sanitation, nursing 
education, leprosy control, the training of public 
health administrators, and tuberculosis prevention 
and control are planned, and the budget includes 
$155,480 for fellowships for advanced training 
abroad. The program is designed to help national 
health administrations strengthen their own serv- 
ices so that they will gradually require less and 
less international assistance. 

Programs administered by the Bureau in 1957 
will be financed by the PASB budget of $2,400,000 
plus the WHO regional allocation of $1,402,970 
and approximately $1,000,000 from funds of the 
Expanded Program of Technical Assistance of the 
UN and the specialized agencies. 

The United States has announced that it will 
make a special contribution of $1,500,000 to the 
Pan American Sanitary Bureau for expanded as- 
sistance in 1957 in the malaria eradication campaign 
which governments in this hemisphere are conduct- 
ing with PASB assistance. 

Dr. Henry Van Zile Hyde, chief of the Division 
of International Health in the U. S. Department 
of Health, Education and Welfare, emphasized that 
the contribution would be in addition to the reg- 
ular annual quota payments of the United States 
and other member governments to the PASB. 
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Program or 1956-1957 


Theme for the Year—Gerontology 
The increasing number of people over 60 years of age 
makes it necessary that we inform ourselves of the many 
aspects of this subject. 
Committee Work will emphasize: 
Legislative—laws and bills pending in relation to older 
persons 
Medical Education—courses available in gerontology 
Opportunities—openings in the field of geriatrics 
Public Health—special programs for the aging 
Service—To younger women physicians and students 
_ Assistance in finding places for graduate work 
Opportunities for starting practice 
Preceptorship Program to be studied and presented for 
Association acceptance 
Loans to qualified women medical students 
Vocational Guidance 
A. Lectures or programson medical education of women, in local 
junior and senior high schools, by women physicians. 
B. Preparation of basic material to be used by those who will par- 
ticipate in the vocational guidance program. 
International 
A. American Women’s Hospitals 
B. Hospitality—The American Medical Women’s Association will 
co-operate with the State Department at any time and in 
whatever way it is able in the arrangements for visits of 
foreign women doctors in this country. 
History of Women in Medicine and Library 
A. Collecting memorabilia and publications 
B. Collection of fund for suitable housing of these collections. 
Scholastic Awards 
A. $100 cash award to each woman who graduates in first place 
in the Class of 1957 
B. An Honorable Mention Citation to each woman who graduates 
in the upper ten percent of her class in 1957 
Medical Woman of the Year 
Voluntary participation by the Branches 
Equal Rights Amendment 
Continued and increasing emphasis to secure adoption of Equal 
Rights Amendment 
Voluntary Contributions by Members 
A. General Fund 
B. Scholarship Loan Fund 


J.A.M.W.A.—Vot. 11, No. 11 


| 

> 

i 

d 

: 

het 

“4 

= 

xe 

a | 

| 

Wik 

408 


American Medical Women’s Association 


PRESIDENT’S MESSAGE 


HILE I AM WRITING THIS MESSAGE TO You, the Medical Women’s International Association is 

having its meeting in Switzerland. A few of our members are fortunate enough to be present 

at that meeting and to experience the great pleasure of mingling with fellow physicians from 
numerous nations. The importance of such meetings cannot be exaggerated. They bring to us a sense 
of the unity which should prevail throughout the world. Our position as physicians enables us to pass this 
point of view on to our many patients and acquaintances. 

As members of the American Medical Women’s Association, we are automatically members of the Medi- 
cal Women’s International Association. There are two other important international medical organizations 
which are worthy of our active support. All of us can become individual members of the World Medical 
Association and we can affirm our confidence in the World Health Organization as an agency of the United 
Nations. Work is done by these associations in different aspects of the medical field. That of WHO can be 
briefly described as public health on an international scale. The WMA is more interested in the social and 
economic aspects of the practice of medicine. 

Needless to say, we can carry on our international work in our own locality. The number of foreign interns 
in this country this past year was almost as large as that of American trained interns. We come in almost 
daily contact with foreign doctors, Are they welcomed in your Branch meetings? Are they invited into 
your homes? How do they spend their week-ends: in their room in the intern quarters, or do they occa- 
sionally have a chance to relax in front of your fireplace and discuss with you the differences and similarities 
between their ways of practicing medicine and living and ours? 

The more we see and talk with those students, the smaller the differences will become and the greater 


the chance of international unity. 


(Continued from page 407) 


was chartered with three specific purposes: the ad- 
vancement of women physicians, medical care of 
women, and training of nurses. 


A decade later, in the initiation of a nurses’ 
training school, the hospital again assumed leader- 
ship in a pioneer movement, and in 1873 Linda 
Richards (the American counterpart of Florence 
Nightingale) received her diploma from the New 
England Hospital to become America’s first 
trained nurse. 


Today the New England Hospital (formerly 
“For Women and Children”) is a voluntary gen- 
eral hospital of 150 beds, whose services are avail- 
able to all people, regardless of sex, race, creed or 
economic status. Its active staff is composed en- 
tirely of women, but the large courtesy and con- 
sulting staffs are made up of both sexes. Its nurses’ 
training school is closed at present, but plans are 
being made to reopen it as soon as possible. 
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In addition to the departments of surgery, med- 
icine, obstetrics, and gynecology, the hospital offers 
such services as x-ray, laboratory, pharmacy, and 
blood bank, and conducts an outpatient depart- 
ment with more than 30 clinics. Among the new 
programs established in 1955 were the Mary E. 
Driscoll Research Unit for the study and treat- 
ment of alcoholism and a cardiac research labora- 
tory for the development of new techniques in 
cardiac surgery. 

The hospital has full accreditation, as well as 
approval for intern training and residency train- 
ing in general surgery, obstetrics, anesthesiology, 
and general practice. 

Applications and further information may be 
obtained from the Administrator, The New Eng- 
land Hospital, Columbus Avenue and Dimock 
Street, Boston 19, Massachusetts, United States. 

Apa Cures Rew, M.D., Chairman 
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FELLOWSHIPS 


The National Foundation for Infantile Paraly- 
sis announces fellowships available for postdoctoral 
study. They are as follows: 

In Research 

Medicine and Related Biologic Sciences. To pre- 
pare for careers in research and/or academic 
medicine. Must have M.D. or Ph.D., or equivalent 
degree. Duration: one to three years. All tuition 
and fees paid. Stipend of $3,600 to $6,000 annually 
depending on marital status. 

In the Clinical Fields of 

1. Preventive Medicine. To prepare physicians 
for the teaching of preventive medicine. Must have 
MLD. degree; one year internship; two years of 
training and experience in one of the areas related 
to preventive medicine. Duration: one year, sub- 
ject to renewal. All fees and tuition paid. Stipend 
of $4,500 to $6,000 annually, 

2. Rehabilitation. (a) For physicians to study 
the concept and basic techniques of rehabilitation 
as it relates to their field of specialization. Must 
have M.D. degree; one year internship; U.S. license. 
Duration: six months to one year, subject to re- 
newal. All tuition and fees paid. Stipend $300 to 
$350 per month depending on marital status. Ad- 
ditional $25 per month for each dependent child. 
(b) To provide training for physicians specializing 
in physical medicine and rehabilitation, Must have 
M.D. degree; one year internship; U.S. license. 
Preference given to applicants under 40 years of 
age. Duration: one, two, or three years, depend'ng 
on the time required to complete eligibility require- 
ments for board certification. Financial benefits 
the same as for (a) above. 

3. Orthopedics. To provide advanced training to 
surgeons interested in teaching or research in or- 
thopedics. Must have M.D. degree; one year in- 
ternship; completion of requirements for certifica- 
tion by the American Board of Orthopedic Surgery 
or equivalent training; U.S. license. Age limit 36. 
Duration: one year, subject to renewal. All tuition 
and fees paid. Stipend of $4,500 to $6,000 an- 
nually, depending on marital status. 

4. Psychiatry. To provide training for psychia- 
trists interested in the emotional problems of pa- 
tients with physical disabilities. Must have M.D. 
degree; two years of approved graduate training 
in psychiatry; U.S. license or be eligible for li- 
censure. Duration: one year, subject to renewal. 


Opportunities for Women in Medicine 


All tuition and fees paid. Stipend of $3,600 to 
$6,000 annually, depending on marital status, 

5. Management of Poliomyelitis. To provide 
physicians with a knowledge of the various aspects 
of the total care of poliomyelitis patients. Must 
have M.D. degree; one year internship; U.S. li- 
cense. Duration: one year. All tuition and fees 
paid. Stipend of $300 or $350 per month depend- 
ing on marital status. Additional $25 per month 
for each dependent child. 

Applications for May must be received for con- 
sideration by March 1, for November by September 
1, and for February by December 1. For further 
information write the National Foundation for In- 
fantile Paralysis, 120 Broadway, New York 5, N.Y. 


GRANTS 


The National Foundation for Infantile Paraly- 
sis, through the Division of Professional Education, 
provides assistance to colleges and universities 
through grants from March of Dimes funds to 
enlarge or improve professional education in fields 
related to patient care. Professional agencies and 
associations are also assisted. 

The Division of Professional Education is con- 
cerned with four major areas of activity: the prep- 
aration of professional personnel; the improvement 
of professional education standards in co-operation 
with agencies, associations, and institutions; as- 
sistance to improve or enlarge teaching programs 
for professional personnel; and the preparation 
and distribution of professional education media, 
such as literature, films, and exhibits. 

Colleges and universities desiring grant ass‘stance 
should initiate the application by a letter in which 
is contained a brief statement as to the nature of the 
proposed project, a concise description of the plan 
of execut’on of the proposed project, and a state- 
ment of the financial requirements itemized in re- 
lation to salaries, equipment, supplies and mate- 
rials, and miscellaneous. This information will serve 
as a basis for further discussion during a visit to 
the proposed applicant by an official representative 
of the National Foundation. 

The actual application for a grant is made on 
an official form which is provided the applicant 
after the preliminary letter and discussion. Appli- 
cations for grants are usually considered semi- 
annually in the spring and fall. In order to be 
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OPPORTUNITIES 


presented at the regular meetings of the advi:or, 
committees and the board of trustees, applications 
must be filed in the office of the National Founda- 
tion on or before January 1 or July 1 preceding the 
meetings. All such applications subsequently ap- 
proved become effective the following July 1 or 
January 1, respectively. 

For further information write: Division of Pro- 
fessional Education, National Foundation for In- 
fantile Paralysis, 120 Broadway, New York 5, 
New York. 

CONFERENCES 


The New York Heart Association is planning a 
one day conference on “Atherosclerosis and Cor- 
onary Heart Disease” to be held on Tuesday, Janu- 
ary 15, 1957. Speakers will include Dr. Paul D. 
White, Dr. E. Cowles Andrus, Dr. Herman E. 
Hilleboe, and Dr. Ancel Keyes. Many other prom- 
inent cardiologists and notables in the public 
health field are also expected to participate. 

For further information write the New York 
Heart Association, Inc., 485 Fifth Avenue, New 
York 17, New York. 


COURSES 

An intensive, two week course on “Air Pollu- 
tion” designed for physicians, industrial hygienists, 
and engineers concerned with the problem of com- 
munity air pollution will be given by the New York 
University Post-Graduate Medical School from 
November 26 through December 7, 1956. 

The course will review the basic toxicology of 
the principle air pollutants, micrometeorologic 
factors, the effects of air pollution on agriculture 
and commerce, and methods for sampling and an- 
alysing the various toxic components, Also described 
will be the sources of air pollution including power 
and steam generation, domestic heating, incinera- 
tion, internal combustion engines, and the chemi- 
cal industries. Methods of control and the pattern 
of governmental regulations will be studied. Tuition 
for the course is $75. 

For further information: The Dean, NYU Post- 
Graduate Medical School, 550 First Avenue, New 
York 16, New York. 


* 


Dates for nine postgraduate programs to be 
offered by the University of Tennessee College of 
Medicine during the fiscal year ending next Jun: 
30, 1957, have been announced by the postgraduate 
department. 

The courses and the dates they will be offered 
follow: Psychiatric Problems in General Practice, 
January 16, 17, and 18, 1957; Office Urology, 
February 27, 28, and March 1, 1957; Pediatrics, 


J.A.M.W.A.—Novemser 1956 


411 


March 27, 28, and 29, 1957; Fractures and Dislo- 
cations, April 24, 25, and 26, 1957; Selected Prob- 
lems in Internal Medicine, May 22, 23, and 24, 
1957; Surgical Management of Acute Injuries, 
July 24, 25, and 26, 1957. 

In addition, five day diversified courses will be 
offered by the College’s Divisions of Pediatrics and 
Radiology. The enrollment for these courses will 
be limited to four physicians. The programs will 
include ward rounds with the staff, discussion of 
cases, attendance at clinical conferences, and work 
in the outpatient department. 

Dates of the courses to be offered are: Division 
of Pediatrics, January 21 through 25, 1957; De- 
partment of Radiology, March 11 through 15, 1957. 

Further information may be obtained from the 
Postgraduate Department, 62 South Dunlap, 
Memphis, Tennessee. 

* 


Short term courses related to the heart and cir- 
culatory system will be offered by the New York 
University Post-Graduate Medical School during 
the month of November. These courses are: 

5416-Fundamentals of Clinical Electrocardio- 
graphic Interpretation: A part-t'me course of 16 
sessions, 7 to 9 p.m., Wednesdays, November 7 
through March 6 (excluding December 26 and 
January 2, 1957). The subject material and order 
of presentation are as follows: a simplified discus- 
sion of those elements of electrical theory absolute- 
ly necessary for communication of ideas which ap- 
ply to common clinical conditions and a gradual 
stepwise, integrated scheme of the physiologic and 
pathologic basis of electrocardiography. 

5417-Peripheral Vascular Dieases: A full-time 
course of five days duration November 26 through 
30, cons’sting of differential diagnosis; the presen- 
tation and interpretation of diagnostic methods in- 
cluding the oscillometer, nerve block, reflex dilata- 
tion tests, surface-temperature studies, arteriog- 
raphy; the medical and surgical treatment of dis- 
eases of the peripheral vascular system including 
thromboangiitis obliterans, Raynaud’s disease, - 
scleroderma, and arteriosclerosis; venous and lym- 
phatic pathology; and demonstration of apparatus. 

Other short-term courses offered during Novem- 
ber will be: Endural Surgery, Pediatric Endocrin- 
ology, Trauma (for surgeons), Culdoscopy, Prob- 
lems in Clinical Medicine, Arthritis and Allied 
Rheumatic Diseases, Hematology, and Diabetes 
and Allergy. 

Safety Practices in the Operating Room will be 
offered for the first time by the department of 
anesthesiology of the Post-Graduate Medical 
School. 


: 
_ 
| 
, 
ab 


412 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


The course, designed for physicians, nurses and 
other interested hospital personnel, will be given 
December 14 and 15, 1956. It will deal with the 
organization and physical means of controlling the 
various hazards in the operating room. This course 
will also be repeated March 1 and 2, 1957. 


Among the other full-time courses being of- 
fered by the Post-Graduate Medical School during 
the month of December are: 


Pediatric Cardiology, given from December 3 
through 7, is designed for the pediatrician, general 
practitioner, and others who are faced with the 
problem of cardiac children. 


Infertility will be given from December 3 
through 5 and will deal with the problem of steril- 
ity as related to both husband and wife. 


Diagnosis and Treatment of Trauma is a six 
day course beginning December 3. It is planned 
for those physicians who are now, or expect to be, 
concerned with industrial or civilian injuries. 


A two week, full-time course in Radiologic Safe- 
ty will be given from January 7 to 18, 1957, by the 
Institute of Industrial Medicine of New York 
University Post-Graduate Medical School, in co- 
operation with the NYU College of Engineering 
and United States Atomic Energy Commission. 


The course is designed for industrial physicians, 
industrial hygiene engineers, public health officials, 
and individuals in industrial and university re- 
search laboratories who are responsible for radio- 
logic safety. 

For the convenience of those who cannot take 
the course full-time, it will be repeated on a part- 
time basis from January 30 to May 22. There will 
also be an optional two week laboratory session 
from January 21 to February 1. 

Further information may be obtained from the 
Dean, Post-Graduate Medical School, 550 First 
Avenue, New York 16, New York. 


LECTURES 


Overweight, which stands as one of the leading 
topics of conversation in the United States, will be 
discussed by three medical authorities in a sympo- 
sium to be presented as the A, Walter Suiter Lec- 
ture at the New York Academy of Medicine on 
Thursday evening, December 6, 1956. The three 
points of view from which the problem will be at- 
tacked are: the metabolic aspect, the neurophysio- 
logic aspect, and the psychologic aspect. 

For further information contact: Committee on 
Public Health, New York Academy of Medicine, 
2 East 103rd Street, New York 29. 


THESE WERE THE FIRST 


Dr. Acetra Henrietta Jacoss, born in the 
Province of Groningen, Netherlands, after attend- 
ing lectures at the University of Groningen, de- 
fended her doctor’s thesis in 1876 at Utrecht, and 
started practice in 1879 in Amsterdam, returning 
in 1904. Dr. Jacobs was the first woman in the 
Netherlands to receive a medical degree. She was 
an active worker for the cause of woman’s suffrage. 


Dr. M. ScHARNAGEL graduated from 
Rush Medical College, Chicago, in 1931, and was 
awarded the Mary Putnam Jacobi Fellowship, 
choosing to study radiation in Sweden. In 1933, 
she became the first resident of the newly-founded 
Kate Depew Strang Clinic for the study of cancer 
and allied diseases, in the New York Infirmary. Dr. 
Scharnagel was the first woman admitted to the 
Bellevue advanced postgraduate course in surgery 
and the first woman physician admitted to the sur- 
gical staff of Memorial Hospital, New York. 


Dr. JosepHine Water of New York, in 1882, 
graduated from the Women’s Medical College of 
the New York Infirmary, and was the first woman 
intern, house physician, and surgeon at the Mt. Si- 
nai Hospital, New York. From 1883 to 1914, she 
was attending physician at the New York Infirmary, 
and taught at the Medical College for a year fol- 
lowing her graduation. For 17 years before her 
death, Dr. Walter was interested in research at 
the New York Post-Graduate Medical School and 
Hospital. 


Dr. Mary Stone, of Kiukiang, China, born in 
1893 in a Chinese Methodist parsonage, was the 
first native Chinese girl not to have had her feet 
bound as was the custom. She graduated in medi- 
cine from the Medical Department of the Univer- 
sity of Michigan and was returned to China as a 
missionary by the Woman’s Foreign Missionary 
Society of the Methodist Episcopal Church. She 
secured funds to build a modern hospital at Kiu- 
kiang (The Elizabeth Skelton Danforth Memorial 
Hospital). Dr. Stone, known as “Little Doctor,” 
was president of the National Woman’s Christian 
Temperance Union of China. She adopted four 
children. 


—From the Exizasetu Bass collection 
Rudolph Matas Medical Library, Tulane 
University. 
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ALBUM OF WOMEN 


IN MEDICINE 


ALICE HAMILTON, M.D. 


tice HamiLTon has been notable on one 
A as a woman who, in the Victorian 

nineties, made her way into the man’s world 
of medicine; and on an- 
other hand she gained 
distinction as a compas- 
sionate child of wealth 
who chose to live at 
Hull House, deep in the 
Chicago slums. From 
still another perspective, 
she stands with the pio- 
neers of industrial med- 
icine in America. Yet 
“Doctor Alice,” to the 
thoughtful mind, is 
most significant simply 
as an American. 

Somewhere in her au- 
tobiography, “Exploring 
the Dangerous Trades” 
(Atlantic-Little, Brown, 
1943), Dr. Hamilton 
quotes Santayana: 

“It’s by his kindness 
that one recognizes an 
American.” She was not, 
of course, referring to 
herself! But no one who 
has ever heard her 
sweet, deliberate voice 
could doubt that the doctor is kind. Symbol 
of American heritage on another plane, she 
comes of vigorous stock: Scotch, Irish, Eng- 
lish, and Dutch, so typical of our melting pot, 
so given to talent and boundless vim. In the final 
analysis, however, we hold that this kind cosmopoli- 
tan dynamo is most thoroughly and ideally Ameri- 
can in her practice of courageous tolerance. Gentle, 
valiant Doctor Alice has understood the alien 
philosophies of embittered radicals, without em- 
bracing their anarchy. She has walked in hostile 
picket lines, she has battled for the rights of the 
humble, while shaping all the years of her life in 
the pattern of the spirit of Christ. 

Alice Hamilton was born in the City of New 
York, February 27, 1869. After six weeks, her 
mother took her home to Fort Wayne; and ever 
since, Dr. Hamilton has proudly claimed to b: 
an Indiana sprout. 
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After tutoring in the company of her many 
cousins and her sisters at Fort Wayne, Alice went 
to Miss Porter’s School at Farmington in Connecti- 
cut, On graduation, she 
took a breathless step 
in the direction of the 
University of Michi- 
gan, and there she re- 
ceived her M.D. de- 
gree. Soon afterwards, 
the young doctor and 
her sister Edith sailed 
for Europe, where Alice 
studied pathology and 
bacteriology in Ger- 
many at the Universities 
of Leipzig and Munich. 
In the fall of 1896, 
when she returned to 
the United States, Dr. 
Hamilton went to Johns 
Hopkins to further her 
medical education un- 
der the great ones: Os- 
ler, Flexner, Welch, 
Howell, Abel, Kelly, 
and the rest, After the 
Hopkins interlude, she 
went to Chicago in Sep- 
tember 1897 to teach, 
study, and realize at 
last her dream of living at Hull House under the 
wing of Jane Addams. 

About 1910, while Dr. Hamilton was living at 
Hull House, the State of Illinois pioneered the 
first comprehensive survey of occupational disease. 
With her remarkable background in pathology, she 
soon became the survey’s director. 

Out in the field, in mine or mill, Director Ham- 
ilton had no legal power at all to force industrial- 
ists to let her into their plants. Yet, often her 
gentleness and impartial wisdom gained her an 
effective entree. Through sheer persistence, she fin- 
ally brought the facts of industrial disease before 
the entire country. Although Illinois led the way, 
to its enormous credit, today there are many states 
with good laws, and all the states have some legis- 
lation in this important field of industrial medicine. 


(Cont nued on page 416) 
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News of Women in Medicine 


ARIZONA. When Dr. Mary JANE Weber re- 
tired from the Arizona State Hospital staff on 
June 30, 1956, she held a record of the longest 
continuous service of any psychiatrist ever employed 
there. “No effort was too great for Dr. Mary if it 
added to the comfort, mental improvement or 
relief of any patient,” Dr. Samuel Wick, superin- 
tendent, said. “Her interest in patients and attempts 
to help them were obvious to all of us.” 


CALIFORNIA. Dr. Erta S. Lunn, Willows, 
was honored at a “50 Golden Years” reception 
sponsored by the Glenn General Hospital Auxiliary 
and other Willows organizations. 


DISTRICT OF COLUMBIA. Dr. Marjorie P. 
Wirson has been made chief of the Veterans Ad- 
ministration residency and internship division in the 
education service of the department of medicine 
and surgery at Washington, D.C. 

At the request of the committee on chemother- 
apy of the National Advisory Council and the Na- 
tional Cancer Institute, and with the advice of a 
committee of consultants, the Armed Forces Medi- 
cal Library has compiled a bibliography of 3,700 
items on the chemotherapy of cancer. Among the 
consultants was Dr. JEANNE C. BATEMAN, clini- 
cal instructor in medicine, George Washington 
University. 


GEORGIA. The Georgia Medical Society held 
its regular monthly meeting on June 12, 1956. The 
guest speaker for the meeting was Dr. ELEANoR 
Eastey of Duke University, who read a paper on 
“Problems Commonly Found in Obstetrics and 
Gynecology.” 

Dr. Dorotny S. Jagcer-Lee has been appointed 
pediatric consultant physician to the Division of 
Maternal and Child Health, Georgia Department 
of Public Health. 


ILLINOIS. Dr. EprtH Porter has recently been 
promoted to the position of professor of pathology 
in the department of obstetrics and gynecology, 
University of Chicago School of Medicine. 

A gold medal was presented to Dr. Jerome J. 
Landy, Dr. Isapette Havens, and Dr. Ross S. 
Benham for their exhibit, “Potentially Pathogenic 
Bacteria Carried in the Respiratory Tracts of 
Physicians,” at the 1956 annual meeting of the 
Illinois State Medical Society, May 15 to 18, 1956, 
in Chicago. 

MARYLAND. Dr. KatHerine H. BorkovicH 
was secretary of the section on internal medicine, 


Baltimore City Medical Society, held on October 1. 


MASSACHUSETTS. Dr. Rosemary Murpnuy 
talked on “Obesity” at the Lahey Clinic Lectures 
on October 10, 1956. 

Dr. Sara M. Jorpan of the Lahey Clinic was 
elected chairman of the publications committee for 
Gastroenterology. 


MINNESOTA. Dr. Joan M. WarterrFatt is a 
new assistant on the staff of the Mayo Clinic, 
Rochester. 


NEW JERSEY. The first woman to become pres- 
ident of the Radiological Society of New Jersey is 
Dr. Caryve-Bette Hente of Newark. She is the 
only woman radiologist in New Jersey and the 
only woman in the 81 member Radiological Society. 
“I'd welcome company,” she said with a smile. 


NEW YORK. On Tuesday, October 16, 1956, 


during the Twenty-Ninth Annual Graduate Fort- 


night of the New York Academy of Medicine, Dr. 
Rose EL.ison, clinical assistant, department 
of medicine, Memorial Center, and research asso- 
ciate, Cornell University Medical College, dis- 
cussed “Hematologic Problems,” on the panel con- 
cerning “Management of Disseminated Neoplastic 
Disease.” 


General 


Dr. Annie S. VeECH and Dr. A ice N. Picx- 
ETT, retired Louisville physicians, received the 
achievement award of the alumnae association of 
their alma mater, the Woman’s Medical College 
of Pennsylvania, June 6, 1956. Dr. Pickett was 
head of the obstetrics department of the University 
of Louisville School of Medicine for 25 years. Dr. 
Veech organized and was head of Kentucky’s first 
maternal and child health program. 

The first International Cancer Cytology Con- 
gress, sponsored jointly by the International Union 
Against Cancer, the College of American Patholo- 
gists, the American Society of Clinical Pathologists, 
and the Inter-Society Cytology Council, was held 
in Chicago, October 9 to 11, 1956, Among the dis- 
cussions were: “Normal Cells Originating in Res- 
piratory Tract,” by Dr. Emeen Kina, San Fran- 
cisco; “The Cellular Content of Effusions Not Re- 
lated to Cancer,” by Dr. Sarau Luse, St. Lou's; 
“Normal Cells Arising in the Female Genital 
Tract,” by Dr. CHartotte M. Street, New York; 
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Dr. RutH M. Granao, Boston, “Cellular Changes 
Simulating Those of Cancer”; and “The Cellular 


Detection of Uterine Adenocarcinoma,” by Dr. | 


John Berg and Dr. Grace R. Durfee, New York. 


Ar the meeting of the Washington State Ob- 
stetrical Association on October 20, 1956, in 
Yakima, Dr. EpirH Potter of Chicago spoke on 
“Anoxia and Trauma, the Great Hazards of 
Birth” and “How Can We Reduce Perinatal Mor- 
tality?” Following the banquet, Dr. Potter spoke 
on her recent trip around the world. 


At the conference on “Meprobamate and Other 
Agents Used in Mental Disturbances,” New York 
Academy of Sciences, New York, October 19, 1956, 
Dr. Harriette Gittette of Atlanta, Georgia, dis- 
cussed “Use of Meprobamate in Cerebral Palsied 
Patients.” 


In a report at the sixth congress of the Interna- 
tional Society of Hematology, Dr. Edward H. 
Reisner, Jr., Dr. Richard P. Keating, Dr. Corteta 
Friesen, and Dr. ELeANor Loerr cer, of St. Luke’s 
Hospital, New York, said that tagged platelets 
were observed to retain radioactivity for from five 
to eight days. Until recently, it was thought that 
about two days was the maximum life. It was ob- 
served by Dr. Carl H. Smith, Dr. Marion Er- 
landson, Dr. Irving Schulman, and Dr. GertrupE 
STERN, of Cornell Medical College-New York 
Hospital, New York, that young splenectomized 
patients should first pass rigid selective criteria and 
require years of postoperative supervision. 


Dr. Exaine P. Raw of New York opened the 
discussion on “Effects of Dietary Factors on Pro- 
duction of Adrenal Steroids,” at the symposium 
on endocrines and nutrition held at the University 
of Michigan Medical School, October 11 to 12, 
1956, in Ann Arbor, Dr. JANE A. Russet of 
Emory University, Atlanta, spoke on “Effects of 
Growth Hormone on Protein and Carbohydrate 
Metabolism.” 


A ten day conference on alcoholism was held at 
Teachers College, Columbia University, September 
11 to 21, 1956. The conference was sponsored by 
the college’s Department of Health Education, 
Physical Education, and Recreation; and the Na- 
tional Committee on Alcoholism. Dr. RutH Fox 
of New York, a vice-president of the N.C.A., was 
one of the speakers. Conference participants in- 
cluded Dr. Beatrice Botan of the Alcoholism 
Rehabilitation Program, Grand Rapids, Michigan. 


J.A.M.W.A.—NovemsBer 1956 


International 


Canada. Dr. RutH Wo tre, Montreal, is the 
incoming president of the Federation of Medical 
Women of Canada. For 18 years, she has been 
medical director of Hoffmann-La Roche, 


Great Britain. The first award of the Registrar’s 
Prize has been made by the council of the section 
of anaesthetics of the Royal Society of Medicine 
to Dr. SHELA M, Witson, Westminster Hospital 
Medical School, for her paper on “Electroencepha- 
lography in Relation to Anaesthesia.” 


At the University of Edinburgh, the following 
scholarships were awarded in the Faculty of Medi- 
cine: Cameron Prize in Practical Therapeutics, 
jointly to Prof. W. D. M. Paton and Dr. ELEANor 
ZaImis in recognition of their work on methonium 
compounds; Scottish Association for Medical Edu- 
cation of Women Prize and Dorothy Gilfillan Me- 
morial Prize, Dr. MArcaret AITKEN; graduate 
research fellowship, Dr. EtizasetH M. Humpn- 
REYS; and graduate research scholarship, Dr. Mar- 
GarET A. I, Morrat. 


The Research Board for the Correlation of Medi- 
cal Science and Physical Education has made the 
1955 William Hyde Award, valued at £300, to 
Miss KaTHARINE LLoyp-Wittiams, Dean of the 
Royal Free Hospital School of Medicine. The 
award is in recognition of her contribution “to the 
education of students and her leadership in pro- 
moting their welfare.” 


The annual meeting of the British Medical As- 
sociation was held at Brighton in July 1956, Dr. 
Mitprep Creak of London discussed “Problem 
Children and Orthopaedic Disabilities” at the third 
plenary session on Handicapped Children. In the 
section of Neurology and Neurosurgery, Dr. Dor- 
EEN Moornouse of Leeds spoke on “Endogenous 
Hypoglycaemia.” During the section on pathology, 
Pror. DorotHy Russett, London, reported on 
“Tumours Causing Endocrine Disturbances.” “Os- 
teoarthritis” was the topic of Dr. EstHer TuTTLe, 
New York, in the section on physical medicine, 
and in preventive medicine, Dr. E. B, BERreENIcE 
Humpnreys, Leicester, described “Work of a 
Special Clinic.” During the International Congress 
of Gastroenterology, Dr. SHEILA SHERLOCK, Great 
Britain, talked on present knowledge of the prog- 
nosis and treatment of hepatic coma, and Pror. 
Nanna Svartz, Sweden, gave her results of treat- 
ing 455 patients since 1940 with salicylazosulpha- 
pyridine (“azulfidine”), in discussing “Treatment 
of Ulcerative Colitis.” 
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Hawaii, Dr. Dorotny Natsu addressed the 
Honolulu 4-H leaders at the University of Hawaii 
on the subject of “Mental Health.” 


Philippines, The new officers of the Philippine 


Medical Women’s Association are: Dr. Rosita 
Rivera Ramirez, President; Dr. Nora DioKno- 
Casas, Vice-President; Dr. Sorrra Camara-Besa, 
Secretary; and Dr. Iswora Yatco ZALAMEA, 
Treasurer. 


ALICE HAMILTON, M.D. 


(Continued from page 413) 


For 22 years, Dr. Hamilton maintained her 
base at Hull House, teaching, studying occupation- 
al disease, and taking part in community affairs, 
although her work soon centered in Washington, 
the national capital. Finally, in 1919, she was called 
to the Harvard Medical School as an assistant pro- 
fessor of industrial medicine, a singularly bold step 
for those days on Harvard’s part. There she taught, 
studied, and wrote, until her “retirement” in 1935. 

Many degrees and other distinctions have come 
to her. She has been a member of President Hoov- 
er’s Commission on Social Trends and of the 
League of Nations’ Health Commission. Several 
important and absorbing books have come from 
her pen, including “Exploring the Dangerous 
Trades,” referred to earlier. 

Dr. Harriet L. Hardy, assistant clinical profes- 
sor of preventive medicine at Harvard Medical 
School and assistant medical director of the Massa- 
chusetts Institute of Technology, has a story to 
tell of Alice Hamilton’s recent years: 

“My acquaintance with Dr. Hamilton dates from 
sometime in the fall of 1946, when she very kindly 
wrote me a note complimenting me on my original 
paper discussing beryllium poisoning. I met her 
shortly afterwards at a medical meeting in Boston, 
and only a few weeks later she wrote asking me if 
I would collaborate with her on the second edition 
of her textbook, ‘Industrial Toxicology.’ 

“It seemed to me that I could not possibly help 
Doctor Alice, because I was too ignorant of indus- 
trial toxicology, and thought I was too busy. She 
invited me to take lunch at the Parker House and, 


as I discovered afterwards, she turned her deaf 
ear towards me and went through the table of con- 
tents, assigning certain portions to me. I kept pro- 
testing and she kept saying, “That’s very nice, you 
do the section on beryllium poisoning and I will 
do the organic solvents.’ She was extremely gentle 
and extremely firm. 

“During our association on the book, I found her 
a tireless worker, and when we were doing proof- 
reading together I sometimes used to beg off to 
take a walk or a nap, After supper, when it seemed 
to me we might stop, she would say, “Why don’t 
we continue just for an hour or two?’ At that 
time, Doctor Alice was 79. 

“She has continued to give an occasional lec- 
ture, and up until she broke her hip two years ago 
she has come each fall to talk for me to the stu- 
dents in preventive medicine at Harvard. She lives 
in a very beautiful old home at Hadlyme, Con- 
necticut, with her sister and a friend from the Hull 
House days. It is a very lively place to visit, since 
these three women read avidly and discuss political 
events, They react to all that is going on in the 
world with great intelligence and much sophisti- 
cated knowledge.” 

A new honor for Doctor Alice is on its way, 
an honor which brings her closer to our lives. She 
is the admirable choice of the American Medical 
Women’s Association’s Branch Thirty-Nine in 
Boston for their 1956 “Medical Woman of the 
Year,” an honor that is doubly deserved, not only 
for her excellence in the field of medicine, but also 
for her shining example to all of us of how to grow 
old gracefully. 

—Craire F, Ryper, M.D. 


J.A.M.W.A.—Vot. 11. No. 11 
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EDITORIAL FORECAST 


December 1956 


“Nuclear Abnorraalities in Epidermal Carcinogenesis in Mice,” by Hemprova Ghosh, M.1). 
“Preventive Rehabilitation,” by Nila Kirkpatrick Covalt, M.D. 

“The Executive: a Priority Health Problem,” by Mathilda R. Vaschak, M.D. 

AMWA Award Winners and the Medical Women of the Year for 1956 will be presented. 


The cumulative Index for the year 1956, Volume 11 of the JourNAL, will appear, as is customary, in 
the December issue. This is a cross reference Index, and is intended to help our readers to locate 
any material that has appeared in the JourNaAL during the year, by title, author or authors, and 


by subject matter. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


(Please print as it should appear in the Directory.) 

(Please check address to which JoURNAL and AMWA correspondence are to be mailed.) 

Public Health, Government, or Industrial Appointments 


Check membership desired: 

C) Life-Dues $200 (May be paid in two installments in two consecutive years). 

OC Active-Dues $10 per annum. (Branch dues not included in Active membership dues and are payable to 
Branch treasurer.) 


O Associate-No dues. [] Junior-No dues. 
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LIBRARY FUND COMMITTEE 
CHAIRMEN 


Branch One, Washington, D.C., A. Genevieve McEldowney, M.D., St. Elizabeth’s Hospital, Washington, 
D.C. 


Branch Ten, Wisconsin, Elizabeth Comstock, M.D., Arcadia, Wisconsin. 

Branch Thirteen, San Diego, Calif., Viola Erlanger, M.D., 336 Kalmia, San Diego, Calif. 

Branch Fourteen, New York, N. Y., Anna K. Daniels, M.D., 270 West End Avenue, New York 23, N.Y. 
Branch Nineteen, lowa, Jean Jongewaard, M.D., 201 Lincoln Way, Jefferson, Iowa. 

Branch Twenty, (Blackwell) Detroit, Mich., Grace Perdue, M.D., 763 Fisher Bldg., Detroit, Mich. 
Branch Twenty-Three, Los Angeles, Calif., Phyllis Moeller, M.D., 3235 Palmer Drive, Los Angeles, Calif. 


Branch Twenty-Five. Philadelphia, Penna., Frieda Baumann, M.D., Woman’s Medical College, Henry Ave- 
nue, Philadelphia, Penna. 


Branch Twenty-Six, Minnesota, Nellie W. Barsness, M.D., 540 Lowry Medical Arts Bldg., St. Paul, 
Minnesota, 


Branch Twenty-Nine, Atlanta, Betty Ann Brooks, M.D., 603 Church Street, Decatur, Ga. 


Branch Thirty-Two, Western North Carolina, Mary Frances Shuford, M.D., Legal Bldg., Asheville, 
North Carolina. 


Branch Thirty-Eight, Long Beach, Calif., Sybil Haire, M.D., 5221 Arbor Road, Long Beach 11, Calif. 


Branch Thirty-Nine, Boston, Massachusetts, Ann Wight, M.D., Massachusetts General Hospital, Boston, 
Massachusetts. 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


Article III, Section la. Active Members “shall be members of a Branch, if any local Branch exists; if not, they may be 
Members-at-large.”’ 


Article III, Section 6. Associate Members ‘‘shall be: (1) Medical women in the first year of practice; (2) women interns, 
residents-in-training, and fellows. Associate members shall not pay dues and shall have all privileges of memberships, 
except voting, holding office, and membership in the Medical Women’s International Association.” 


Article III, Section 7. Junior Members ‘‘shall be members of Junior Branches in the four undergraduate years of medical 
school.” 


All members receive the official publication, the JouRNAL OF THE AMERICAN Mepicat Women’s Asso- 


ciaTION. Life and Active members receive membership in the Medical Women’s International Association. 


Endorsers are required only if applicant is NOT a member of a State or County medical society. En- 
dorsers must be members of American Medical Women’s Association. 


Checks payable to the American Medical Women’s Association, Inc. must accompany application. Mail 
to Treasurer, A.M.W.A., 1790 Broadway, Room 409, New York 19, New York, or to Branch Treasurer. 
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Stitch in time Saves ___ 


Something missing? Sure—that important last word! 


When you prescribe prenatal capsules, the word to remember is Lederle. 
Write it, and assure your patient the genuine Lederle formula! 


PRENATAL CAPSULES LEDERLE 


Dosage: 1 to 3 capsules daily, throughout pregnancy and lactation. 


Each capsule contains: 

(0. 400 U.S.P. Units Calcium (in CaHPOQ,)............. 250 mg. 
Thiamine Mononitrate (B;)........ 2 mg. Phosphorus (in CaHPQ,).......... 190 mg. 


Riboflavin (B2)....... Dicalcium Phosphate Anhydrous 

Niacinamide.............. ARR 869 mg. 
Vitamin Bie..... Iron (in FeSO.) 6 mg. 
Vitamin K (Menadione).... Poe ee Ferrous Sulfate Exsiccated. . oe 20 mg. 
Ascorbic Acid Manganese (in MnSO,)........... 0.12 mg. 


filled sealed capsules — a Lederle exclusive! More rapidly and 
completely absorbed. No oils, no paste . . . no aftertaste. 


LEDERLE LABORATORIES DIVISION amenscaw Cyanamid company PEARL RIVER, NEW YORK Lederie ) 
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ATARAXOID is a unique, new combination of STERANE and 
ATARAX, which now permits simultaneous symptomatic 
control and reduction of attendant anxiety and apprehension 
in rheumatoid arthritis and other indications. 


The added tranquilizer control, desirably easing mental stress, 
also directly assists clinical progress. It minimizes the 

chance of exacerbation related to emotional strain and 
facilitates patient confidence and cooperation in the 
therapeutic program toward maximum rehabilitation. 


ATARAXOID exerts the anti-rheumatic, anti- 
inflammatory activity of STERANE distinctly superior 
to previous steroids, effective in radically reduced 
dosage, and with minimal disturbance of electrolyte 
and fluid metabolism. 


The ataractic effect is a 
central neuro-relaxing 
action — the result of 

a marked cerebral speci- 
s ficity — free of mental 
me: fogging and devoid of any 
major complications: 
no liver, blood or brain 
damage. This peace- 
of-mind component is 
also used in the lowest 
dosage range. 


Supplied: Each green, scored, 
ATARAXOID oral tablet 
contains 5 mg. prednisolone 
(STERANE) and 10 mg. 
hydroxyzine hydrochloride 
(ATARAX). Bottles of 30 

and 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Ine. 
Brooklyn 6, New York 
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potects without occlusion 


Discontinuous film formed >. 

Johnson's Baby Lotion perm 

@geeptance of Water fromunce 
_ tissues and escape of water’: 

ehvironment.as well as 
‘respiratory function. 
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eeeamong Other things...which distinguishes 
Vi-Penta Drops 'Roche.' Since all 


multivitamin solutions tend to lose 


strength in time, vi-Pent Drops 

are dated to assure full label potency. 
Just 0.6 cc daily provides required 
amounts of A, C, D and B vitamins 
(including Bg), and you'll find that both 
mothers and youngsters like them because 


they're easy to give and easy to take. 


Hoffmann La Roche Inc Nutley 10 N, J. 
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— prevents postpartum breast engorgement 


Satisfactory results were obtained in over 96 per cent of cases in a series 
of 267 patients who received estrogen and androgen as combined in 
“Premarin” with Methyltestosterone. Therapy was started as soon as pos- 
sible after delivery. No untoward side effects were noted. In addition, the 
absence of mental depression in the puerperium was considered of notable 
importance.* 


*Fiskio, P. W.: GP 11:70 (May) 1955. 


‘PREMARIN?’ with METHYLTESTOSTERONE 


for combined estrogen-androgen therapy 


* or Ayerst Laboratories « New York, N. Y. ¢ Montreal, Canada 
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CYANOCOBALAMIN (CRYSTALLINE VITAMIN B,,) 


Weight gain and increased interest in food often follow the use 
of REDISOL as a dietary supplement. The cherry-flavored Elixir 
or the soluble Tablets are both readily miscible with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. Inc... PHILADELPHIA 1, PA. 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
1790 Broadway New York 19, N.Y. 


APPLICATION FOR JUNIOR MEMBERSHIP 


Address (Present) ...... 


Address (Permanent) 


(Please check address to which the JourNaL and AMWA correspondence are to be mailed.) 


Medical School 


Place of expected internship 


Junior membership does not require payment of dues. 
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AMERICAN MEDICAL WOMENS ASSOCIATION 


GENERAL INFORMATION 


Tue JOURNAL OF THE AMERICAN MEDICAL WOMEN’s ASSOCIATION is the official organ of the American Medical 
Women’s Association and is issued monthly the fifteenth of each month. 


CONTRIBUTIONS—Tue JourNnaL oF THE AMERICAN MEDICAL WoMEN’s ASSOCIATION extends an invitation 
to the profession for articles on original investigation, for reviews, case reports, articies of historical interest—espec- 
ially those dealing with the status of women physicians, biographies of women in medicine, and any other material on 
subjects of special concern to women physicians. All manuscripts for publication, letters, and all communications re- 
lating to the editorial management of the JouRNAL OF THE AMERICAN MEDICAL WoMEN’s ASSOCIATION should be 
sent to the Editor at the address below. 


Articles are accepted for publication with the understanding that they are original contributions never previously 
published and are contributed solely to the JouRNAL OF THE AMERICAN MepicaL Women’s Association, All manu- 
scripts are subject to editorial modification and upon acceptance become the property of the JouURNAL OF THE AMERI- 
CAN MepicaL WoMEN’s AssociaTIoNn. Material published in the JourNAL is copyrighted and may not be repro- 
duced without permission of the Editor, Neither the editors nor the publisher nor the American Medical Women’s 
Association will accept responsibility for the statements made or opinions expressed by any contributor i in any article 
published in its columns. 


MANUSCRIPTS—Manuscripts must be typewritten on one side of the paper only with double spacing and wide 
margins. The original and one carbon copy should be subinitted; a second carbon copy should be retained by the 
author. The author's full name, academic or professional titles, and complete address must accompany manuscript. 


ABSTRACTS—Authors are requested to submit concise abstracts of their papers to the Editor. 


ILLUSTRATIONS—Illustrations must be in the form of glossy prints or drawings in black ink. On the back of 
each illustration the figure number, author’s name, and indication of the top of the picture must be given. Legends 
for illustrations must be typewritten in a single list, with numbers corresponding to those on photographs and draw- 
ings. THE JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION encourages the use of illustrations and will 
supply a reasonable number free of cost; special arrangements must be made with the Editor for excess illustrations 
or elaborate tables. The Editor is not responsible for the safe return of manuscripts and illustrations. All material sup- 
plied for illustrations, if not original, should be accompanied by reference to the source and permission for reproduc- 
pr from the owner of copyright. Recognizable photographs of patients should carry with them written permission for 
publication. 


REFERENCES—Bibliographic references should appear at the end of the manuscript and not in footnotes. They 
should conform to style of the Quarterly Curnulative Index Medicus. This requires, in the order given, name of au- 
thor, title of article, name of periodical, with volume, inclusive pages, month (and day of month if the journal appears 
weekly), and year. References should be numbered consecutively throughout the paper and listed in order by number 
from the text. 


Galley proofs of scientific articles will be furnished JourRNAL authors for correction. Proofs of other articles will be 
supplied upon request. 


REPRINTS—Reprints of all articles must be ordered at time proof is returned. Prices will be available for quota- 
tion from the Business Manager when articles are in page form. Individual reprints of articles must be obtained from 
the author. 


REVIEWS OF BOOKS—Because of limitations of space, only books of scientific interest or reference value which 
can be recommended to its readers will be noted. All books for review should be sent to the Editor at address below. 


SUBSCRIPTIONS—The subscription price of the JouRNAL OF THE AMERICAN MEDICAL WoMEN’s ASSOCIATION 
is $5.00 per year, $9.00 for two years; single copies are $1.00. 


ADVERTISING—Rates will be furnished by the Business Manager of the JourNAL, 1790 Broadway, New York 
19, N. Y. The publishers reserve the right to decline any advertising submitted and to censor all copy. Acceptance of 
an advertisement does not imply official endorsement of the product advertised. 


CHANGE OF ADDRESS—Notification of change of address should be sent to the JourNAL office, 1790 Broad- 
way, New York 19, N. Y. Please give both old and new addresses. 


Address all correspondence to the 


JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 
1790 Broadway, New York 19, N. Y. 
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Upjohn 


Uleer protection 
that 
lasts all night: 


¥ 
Tablets Each tablet contains: 
Methscopolamine bromide 2.5 mg. 


Average dosage (ulcer): 
One tablet one-half hour before meals, and 1 
to 2 tablets at bedtime. 


Supplied: Bottles of 100 and 500 tablets 


~ ru Each 5 cc. (approx. 1 tsp.) contains: 
ry Methscopolamine bromide 1.25 mg 


Dosage: 
1 to 2 teaspoonfuls three or four times daily. 


Supplied: Bottles of 4 fluidounces 


@ 
terl e Each cc. contains: 
Methscopolamine bromide 
Dosage: 


Solution 0.25 to 1.0 mg. (14 to 1 cc.), at intervals of 6 to 8 


hours, subcutaneously or intramuscularly. 


1 mg. 


Supplied: Vials of 1 ce. 
* 


TRADEMARK, REG. U. S. PAT. OF F.==THE UPJOHN BRAND OF METHSCOPOLAMINE 


The Upjohn Company, Kalamazoo, Michigan 
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Abbott Laboratories ................. (8-9), 19 
Beech Nut Baby Foods .................... 28 


Bristol-Myers Company 21 


Hoffmann-La Roche, Inc. .......... (16-17), 37 


OS INDEX TO ADVERTISERS 
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The S. E. Massengill Company .............. 18 
Mead Johnson & Company ...... 44, Back Cover 
Parke, Davis & Company, Inc. .............. 16 
Pfizer Laboratories .............. 5-8, 27, 34-35 
Riker Laboratories ....... Inside Front Cover, 43 
J. B. Roerig & Company .................... -- 
Schering Corporation ................04. 13, 25 
Sharp & Dohme .......... 39, Inside Back Cover 


Smith, Kline & French Laboratories .......... 29 
Johnson & Johnson, Inc. ................ 12, 36 pee 20 
Lederle Laboratories ................. 22-23, 33 The Upjohn Company ..............--- 005: 41 
> = INDEX TO PRODUCTS ADVERTISED == soem 
Analgesics , Dietary Supplements 
APC with Demerol (Winthrop)............ 15 Redisol (Sharp & Dohme)................ 39 
Anorexigenic Agents Sur-Bex with C (Abbott).................. 19 
Altepose (Sharp & Dohme)... .Ins. Back Cover Vi-Penta (Hoffmann-La Roche)............ 37 
Dexedrine Sulfate (Smith, Kline) .......... 29 —Prenatal 
Obedrin (Massengill) ............20.0005. 18 Natabec Kapseals (Parke, Davis).......... 16 
11 Natalins (Mead Johnson).......... 4th Cover 
Antacids Prenatal Caps (Lederle).................. 33 
Sal Hepatica (Bristol-Myers).............. 21 Hormones 
Ataraxic-Corticoids Peamene (Schering) 13 
Antiarthritics Laxatives 
27 Colace (Mead Johnson).................. 44 
Sal Hepatica (Br’stol-Myers).............. 21 
Achromycin (Lederle) ................. 22-23 Nebulizers 
Sigmacycin (Pfizer 5.8 43 
Antidepressants Sedatives 
Antihypertensives Selenium Sulfide 
Rauwiloid (Riker) ........... Ins. Front Cover Selsun (Abbott) (8-9) 
Serpasil-Apresoline (Ciba) ............... 2 Sulfonamides 
Baby Products Lipo-Gantrisin (Hoffmann-La Roche) . . (16-17) 
Baby Foods (Beech Nut)................4 28 Tampons 
Baby Powder (J & 12 20 
| 36 Ulcer Protection 
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Coricidin Syrup (Schering).............. 25 Pediatric Supplements 
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fastest relief of 


the acute attack 


EDIHALER-NITRO is octyl] nitrite 

(1% ) in aerosol solution; deliv- 
ered by metered-dosage nebulization, 
using the lungs as portal of entry, it 
assures fastest relief and prolonged 
effect; it is free from disagreeable, 
irritating odor, and less apt to pro- 
duce side actions than are nitrogly- 
cerin and amy] nitrite. 


To be used only with the MEDI- 
HALER® ORAL ADAPTER made of un- 
breakable plastic with no moving 
parts. Medication and Adapter fit 
into pocket-size plastic carrying case. 
One or two inhalations provide prompt 
relief of an attack of angina pectoris. 


MEDIHALER...The New Measured-Dose Principle of Nebulization 


and for definitive therapy... 
fewer and fewer attacks 
of less and less intensity 


Long-acting tablets containing pentaery- 
thritol tetranitrate (PETN) 10 mg. and 
Rauwiloid® (alseroxylon) 1 mg. reduce the 
incidence and intensity of attacks and 
lead to objective improvement demon- 
strable by ECG. Dosage: one or two 
tablets q.i.d., before meals and on retiring 


Riker 


LOS ANGELES 
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new 100 mg. capsule 


for greater convenience and dosage flexibility 


Colace 


DIOCTYL SODIUM SULFOSUCCINATE, MEAD JOHNSON* 


softens stools for easy passage 


without laxative action - without adding bulk 


100 mg. 


50 mg. 


Liquid 


in chronic constipation and in patients with hemor- 
rhoids, Colace provides a safe and gentle way to 
prevent hard stools. 


By reducing surface tension, Colace increases the 
wetting efficiency of intestinal water. This keeps 
stools normally soft and softens hardened stools for 
easy, natural passage. 


SUGGESTED ORAL DAILY DOSAGE? 


Oto 3years....10to 40mg. 
3to 6years....20to 60mg. 
6 to 12 years... .40 to 120 mg. 
SE 50 to 200 mg. 


+Colace may be given in divided doses. The higher 
dosage is recommended during initial phase of 
therapy. Dosage should be adjusted as required by 
individual response. 


Note: When bowel motility is impaired, a mild peri- 
staltic stimulant or Colace-containing enemas may 
be needed in addition to Colace by mouth. 


THE COLACE FAMILY 


Colace Capsules 100 mg., bottles of 30, 60 and 250. 
Colace Capsules 50 mg., bottles of 30, 60 and 250. 
Colace Liquid (1% Solution: 1 cc.=10 mg.), 30 cc. 
bottles with calibrated dropper. 


*Patents pending 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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When patients start to gain weight, they often be- 
come less active—and gain more weight! Health 
may suffer. You can stop this vicious circle, make 
it easier for patients to achieve and maintain nor- 
mal weight by prescribing ALTEPOSE. It makes 
reducing easier because it provides ‘Propadrine’ 
to curb appetite, thyroid to release tissue-bound 
water and ‘Delvinal’ to relieve irritability. 


aD 
MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.. INc.. PHILADELPHIA 1, PA. 
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...and on the go 


She's pregnant, but she’s active, 
traveling—on the go every day. 
That's why she needs a 
vitamin-mineral supplement 
generously formulated for the 
stress of pregnancy. 


Natalins-PF and Natalins are 
formulated for the busy, modern 
woman. Small in size, they’re easy 
to take. Just 1 capsule t.i.d. supplies 
more than the increased 
requirements of essential vitamins 
and iron in pregnancy—plus a 
generous amount of calcium. 


specify 


Natalins-PE 


Mead prenatal vitamin-mineral 
capsules—phosphorus-free 


Contain calcium... 
no phosphorus 


or 


Natalins’ 


Mead prenatal vitamin-mineral 
capsules 


Contain both calcium 
and phosphorus 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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